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FOR NEUROPSYCHIATRIC PATIENTS 
IN THE VETERANS ADMINISTRATION 


A. B. C. KNUDSON, M.D. (F.A.P.A.) 
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Veterans Administration 
Washington, D. C. 


Reprinted from American Medical Association Journal July, 1949 


Today, as medical progress con- 
tinues to record advancement in the 
prevention, diagnosis and cure of 
disease, psychiatric illness has be- 
come the primary medical problem of 
the nation, indeed, even of the world. 
Physical Medicine as a specialty is 
so closely associated with psychiatry 
in the rehabilitation and restoration 
of mental patients that their objec- 
tives are almost synonymous. Physical 
Medicine, like psychiatry, is a social 
as well as a medical science concern- 
ed with the patient’s recovery then 
his adjustment to family and com- 
munity and finally his economic in- 
dependence. 


Burlingame has stressed the im- 
portance of Physical Medicine in 
aiding the psychiatrist in restoring 
psychiatric patients to society. Haw- 
ley pointed out the rehabilitation po- 
tentials of psychotic patients. Blain 
emphasized the importance of activity 
rehabilitation measures in the restora- 
tion of chronic and aging mental pa- 
tients. 


The Physical Rehabilitation Service 
in Neuropsychiatric Hospitals of the 


Veterans Administration consists of 
five component sections: — physical 
therapy, occupational therapy, correc- 
tive therapy, manual arts therapy and 
educational therapy. These treatment 
techniques are essential to the total 
recovery program and this specialty 
is a service to the psychiatrist in 
development of therapeutic objec- 
tives for mental patients. The Chief of 
the Physical Medicine Rehabilitation 
Service is a qualified physiatrist, and 
in many Neuropsychiatric Hospitals, 
is also certified in the neuropsychiatric 
field. The same organizational set-up 
is available to the psychiatrist in the 
Neuropsychiatric units of General 
Medical and Surgical Hospitals. 


The role of Corrective Therapy in 
the neuropsychiatric hospital will be 
outlined and some notation made of 
current progress. The Branch Com- 
mittee on Physical Medicine, in its 
plan for organization of rehabilitation 
staffs and centers, stated that the 
“physical medicine branch should be 
divided further into three sections: 
the section on occupational therapy, 
the section on physical therapy and 
the section on physical education.” 


The Veterans Administration has ac- 
cepted this policy and, similar to 
Army Physical Reconditioning, has 
organized a section on physical edu- 
cation designated as Corrective The- 
rapy. Previous to World War II 
physical exercise was a part of hospi- 
tal treatment in Veterans Administra- 
tion Neuropsychiatric Hospitals, but 
was organized on a purely group, di- 
versional level. With the organization 
of the Corrective Therapy program in 
the Veterans Administration by Cov- 
alt, these activities for the first time 
became organized on an individual 
medically prescribed basis as part 
of the total therapeutic plan in Physi- 
cal Medicine Rehabilitation, and as 
such is coordinated with physical 
therapy, occupational therapy, and 
the other sections. This change merits 
further explanation in that the earlier 
plan utilized physical exercise as a 
diversional group program coordinat- 
ed with, but not an integral part of, 
the medical service. As Corrective 
Therapy is now developed in the 
Veterans Administration, it is directly 
under the doctor, the physiatrist and 
the psychiatrist, as a prescribed medi- 
cal activity to be administered in ac- 
cordance with the prescription. Rusk, 
in his Convalescent Army Air Forces 
program, described this transition, 
“Exercises by the numbers as given 
in mass calistenics during the soldiers’ 
early military training are now replac- 
ed by personalized, prescribed activ- 
ity and reconditioning procedures.” 


Rusk, Barton and Thorndike, as 
well as many others, having seen the 
beneficial results of convalescent ac- 
tivity programs for Neuropsychiatric 
patients have included this phase as 
a part of state, civilian and university 
hospitals and teaching programs. 


Attention is called to the developing 
relationships between the rehabilita- 
tion of neurological and other neuro- 
psychiatric patients. One of the earl- 
iest significant accomplishments was 
the effective rehabilitation of several 
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chronic neurological patients at the 
Minneapolis Veterans Administration 
Hospital in which Corrective Thera- 
py made a significant contribution 
Brown observed that, “Probably of 
all medical conditions, the chronic 
neurological disorders have for years 
been the most completely neglected.” 
He showed from his study that the 
success with the individual patient 
was not directly proportional to the 
chronicity of the condition, but that 
patients hospitalized up to twenty 
years, many of them bed patients, 
could be rehabilitated and discharged 
from the hospital. 


It is our belief that similar results 
may be attained in the rehabilitation 
of psychiatric patients. The patient 
falling into a passive daily routine 
of institutional life may easily be- 
come chronic. As _ Blain explains, 
“Here it has been easier to lie down 
in the fight. After most therapeutic 
weapons have been tried, doctors and 
other become discouraged, not know- 
ing what to turn to next. We have 
to change the attitude which has been 
handed down to us from time im- 
memorial that chronic mental patients 
are essentially hopeless.” With greater 
concentration on the chronic group, 
reports of a recent month showed that 
out of 5500 discharges from Neuro- 
psychiatric hospitals where we have 
activity programs, 1400 were World 
War I veterans, averaging 54 years of 
age and averaging more than five 
years in the hospital. This points to 
the need for augmented total push 
methods in our Neuropsychiatric 
hospitals. 

The present load in Neuropsychi- 
atric hospitals, and the future load 
based on past experience, and the 
large number of World War II veter- 
ans, offer one of the greatest chal- 
lenges in Veterans Administration 
medicine (See graph No. 2). On May 
4, 1948 there were 53,079 Neuropsy- 
chiatric patients. It has been estimat- 
ed that this load would increase to 
122,000 patients by the peak year of 
1965. There are about 400 corrective 
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therapists in Veterans Administration 
hospitals selected from 20,000 recon- 
ditioning personnel of which about 
one-fourth are concerned with psy- 
chiatric patients. These corrective per- 
sonnel have a minimum degree of 
BA or BS in physical education and 
have had specialized courses of in- 
struction in psychiatric applications 
at the Veterans Administration Hos- 
pital, Topeka, Kansas under Dr. Karl 
Menninger. They are supplemented 
by Volunteer workers. In view of this, 
we find it advisable to develop our 
rehabilitation program for mental 
patients in accordance with the stated 
priorities outlined by Blain. 


The fundamental concepts under- 
lying the organization and execution 
of the Corrective Therapy program 
may be stated as follows. Exercises 
are considered to have a distinctive 
effectiveness in meeting the emotional 
needs of the patient. The value, how- 
ever, depends on the ability of the 
therapist to modify these exercises 
and to produce activity situations 
which will attract the patient into 
improved social adjustment. The 
interest is not in the development 
of exercise per se, but in its integra- 
tion into a total situation in which the 
patient is willing to accept a higher 
level of socialization. In this motivat- 
ed environment the therapist is able 
to create most effective interpersonal 
relationships. The patient’s hostility 
should be met without counter-hostil- 
ity on the part of the therapist. He 
must attempt to penetrate through 
activity the patient’s mutism, rigidity, 
apparent obliviousness and _ other 
psychiatric symptoms. To accomplish 
this the therapist must have the com- 
petence, achieved through training 
and experience, to comprehend the 
significance of different types of symp- 
toms and to realize the requirements 
of his role as a corrective therapist. 
The corrective therapist should de- 
velop a favorable therapeutic rapport 
with the patient, thus establishing a 
usable transference, which will permit 
progression to higher activity. 





The corrective therapist should fol- 
low no rigid rules of applying activity, 
but should “individualize” as much 
as possible. There should be a con- 
stant readjustment of activities as the 
patient progresses. A proper therapist- 
patient relationship at all stages of 
activity is important; the therapist 
always striving to represent the ex- 
ternal environment. It is generally 
agreed that there is no more natural 
situation in which the individual may 
express his spontaneous and natural 
behavior than in exercise, especially 
a play situation. 


Here the corrective therapist can 
help in formulating ideas regarding 
the patient’s behavior patterns and 
personality trends that resulted in 
maladjustments prior to the onset of 
mental illness. 


Corrective therapy procedures, as 
a part of the total treatment plan, 
have proven helpful in the allaying 
of anxiety, the easing of rigidity, the 
lessening of inhibitions, the establish- 
ing of good raport, lessening distrac- 
tability, resolving feelings of inferior- 
ity, overcoming negativism. Reassur- 
ance and desensitization of the ego 
is favorably influenced by physical 
participation in competitive and social 
types of exercise. It is frequently in- 
strumental in awakening the will to 
recovery and in developing coopera- 
tion on the part of the patient. It 
has been noted that the active and 
often the voluntary element is signifi- 
cantly devei_ped, thus emphasizing 
the principle that the patient’s partici- 
pation in activity forms a conspicuous 
contribution, both on physiological 
and psychological lines, Corrective 
therapy may therefore be considered 
a valuable adjunct to psychotherapy. 
It should be emphasized that active 
exercise is the most commonly used 
form of corrective therapy as applied 
to psychiatric patients. 


It is considered important to sur- 
vey and evaluate these situational 
activities and their various modifica- 
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tions as a dynamic, socialized, in- 
dividual approach for improvement 
and possible rehabilitation of the 
mental patient. Present empiricism 
has been due to a lack of time in 
a new program for controlled scien- 
tific evaluations. 


In the gradual evolution of this 
program it has been determined that 
socialization is no longer a sufficiently 
specific therapeutic aim. Daily ex- 
perience is producing motivated situa- 
tions which are being modified to 
meet the more exact psychiatric needs 
of the individual. For example, it 
is now evident that activities may be 
adapted to produce higher levels of 
aggression, to develop a natural re- 
lease of aggressive feeling, to realize 
such therapeutic aims as release of 
guilt feelings, and to attain narcis- 
sistic gratification. There is a definite 
trend toward more intensive speciali- 
zation in this application of correc- 
tive exercise for the mental patient. 
This leads to a consideration of the 
possibility of modifying activities to 
meet the distinctive physical and per- 
sonality needs of the patient and to 
draw out his social potentials for 
eventual resocialization. It is extreme- 
ly important to begin corrective ther- 
apy as early as possible for achieve- 
ment of the best results; this insures 
an adequate outlet for the patient's 
interest, time and energy; it satisfac- 
torily substitutes activities for the pa- 
tient’s inactivity, and thus initiates 
constructive efforts toward ultimate 
rehabilitation. 


Provision is made for the employ- 
ment of naturally motivated activities 
in the form of exercise and play for 
the purpose of carrying out medically 
prescribed treatment. Major emphasis 
is placed upon attracting the patient 
into activity and sustaining his in- 
terest in continued participation. Mul- 
tiple grades and types of exercise 
are used. The corrective therapist as 
has been indicated is part of the total 
therapeutic team working under the 
supervision and direction of the psy- 
chiatrist, making ward rounds, report- 


ing to him and regularly attending 
staff conferences. Activities are clas- 
sified as to form, socialization and 
also application to disease entities 
when this is practicable within the 
range of our increasing experience. 
(See Classification of Exercises As 
To Form, Classification of Activities 
For Socialization, Classification of 
Activities for Application to Diseased 
Entities ). 


The general functions of corrective 
therapy are as indicated by (See 
Functions of Corrective Therapy ) the 
role of corrective therapy in modern 
treatment of neuropsychiatric patients 
is shown in Corrective Therapy 
graph. Detailed reports of the patient's 
reactions are made by the corrective 
therapist as an aid to continued 
treatment and diagnosis. This physical 
exercise observation report (See ob- 
servational Report) is intended as a 
guide for the organization of perti- 
nent information which the therapist 
is able to discover in the exercise situ- 
ation. Special training courses have 
given our personnel insight into the 
distinctive psychotherapeutic prob- 
lems involved, particularly the trans- 
ference between therapist and patient. 
Personnel have been chosen with 
major stress upon selective personal- 
ity factors which have been tabulated 
in a battery of psychological tests 
enabling the Veterans Administration 
to utilize these most effective com- 
ponents in future placement. 


Physical exercises provide psycho- 
logical follow-up to electric shock 
therapy, are differentiated for pre- 
and post-shock categories, administer- 
ed daily for approximately one hour 
and are initiated about 18 hours prior 
to shock. Patients are divided into 
three groups for swimming activities 
as follows: 


1. Hyperactive and aggressive pat- 
ients engage in fast exercises, as water 
volleyball, water goal high. 


2. Less active patients take part in 
simple swimming skills and water:co- 
ordination exercises. 
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3. Regressed and depressive types 
participate in light calisthenic drills 
and coordination exercises. 


Post shock exercises begin approxi- 
mately five and one-half hours after 
shock treatment, patients being seg- 
regated in the same manner as for 
pre-shock. 

Experience has developed the fol- 
lowing general objectives: 


1. Relief of body soreness. 2. The re- 
awakening of confidence and aggres- 
sion. 3. Sedation and_ stimulation 
through swimming. 4. Development 
of coordination, muscle tone and 
strength. 5. Fundamental skills. 


Corrective Therapy is part of the 
well-rounded program of Physical 
Medicine rehabilitation for leukotomy 
patients. Reports received from many 
of the 396 patients so far treated give 
an important therapeutic status to 
this adjunct treatment. Patients with 
most unfavorable prognosis partici- 
pate at first in childlike imitative 
manner, later becoming more animat- 
ed, spontaneous and interested. This 
includes a personality record along 
with an activity record, the latter 
showing elemental, individual and 
group levels. Post operative therapeu- 
tic methods attack lack of spontaneity 
carelessness, indiscretion of speech, 
indifference for the future and distrac- 
tibility. These patients are attracted 
to individually prescribed exercises 
and in the words of a chief of physical 
medicine, “The flattened expression 
leaves the face after a month and 
improvement through corrective ther- 
apy carries over to all other activi- 
ties.” Corrective Therapy Depart- 
ment sees the new prefrontal patient 
on or about the fourth post-operative 
day. A period of two or three weeks 
usually passes before interest and ra- 
tional effort are elicited, during which 
time the patient may become motion- 
less and seclusive, or may participate 
in some elemental activity as playing 
catch with most any type of ball. The 
patients usually go through a period 


5 








of aggression sometime during the 
improvement phase, during which 
they are able to find helpful outlets 
through Corrective exercise. Patients 
become naturally divided into two 
groups, fast and slow, the former 
comprising those whose operations 
were performed as long as a year 
ago, while the slow group comprises 
those operated more recently, the old- 
est in this group being approximately 
post operative two months. 


The general results indicate that 
approximately one-third of these pa- 
tients are able to return home as a 
result of this operation and psycho- 
logical follow-up of activities, one- 
third improved in hospitals and one- 
third showed no improvement or be- 
came worse. An exploratory training 
technique has been developed for 
stuporous and mute catatonic pa- 
tients. Elemental assistive and resis- 
tive exercises are combined with 
educational restraining methods to 
parallel mental reactivation with phy- 
sical stimulation. Psycholocicial exer- 
cises are added to assist the patient 
to regain recognition of object as to 
shape, size, design and utilitarian 
value. A most effective transference 
is as shown by the decrease in ex- 
plosive behavior generally associated 
with these cases. Reports indicate 
considerable promise for this pro- 
cedure which attacks these difficult 


and inaccessible types through early 
activity, 


Other exploratory methods are ar- 
ranged with occupational therapy 
through which regressed patients 
whose interest span is limited are 
activated by means of exercises and 
returned to occupational or manual 
art therapy for reassignment. 


A reintegrative research program is 
being carried out in one of the large 
Veterans Administration neuropsychi- 
atric hospitals to determine whether 
an intensive regimen of varied activity 
can reclaim patients who have not 
responded to either psychotherapy or 
drastic shock to determine whether 
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corrective procedures can prevent 
further regression. 


There is a definite trend in all of 
the Veterans Administration neuro- 
psychiatric hospitals to lay greater 
stress upon the value of motivated 
exercise situations as adjuncts to psy- 
chotherapy. Total push programs 
utilize all possible facilities and ther- 
apies executed by the entire thera- 
peutic team. 


Corrective therapy offers these dis- 
cussion groups strenuous but enjoy- 
able physical activity which acts as 
a cohesive and binding influence up- 
on its patient members. Proficiency 
charts with suggested activities are 
kept. Group games, both competitive 
and non-competitive, are provided for 
the purpose of creating a strengthen- 
ed attitude of sociability made pos- 
sible as the patients play and work 
together in a unit. This effort of 
understanding one another in a modi- 
fiable and relaxing atmosphere helps 
to overcome withdrawal tendencies 
and has developed helpful transfer- 
ence among the group. Both correc- 
tive therapists and psycho-therapists 
are impressed with the possibilities 
of utilizing such highly motivated 
situations in the promotion of a total 
treatment program. 


Factual data and reports coming 
from hospitals having section of Cor- 
rective Therapy contain numerous ex- 
amples of the externalization through 
medically prescribed activities of hos- 
tile combativeness and other behavior 
aberrations, permitting the patient to 
give expression to these drives in a 
more socially acceptable way and 
thereby lessening need for active re- 
straint. One hospital reports the re- 
sults of a medically prescribed swim- 
ming program as follows: Average 
number of restraints reduced by 65%, 
serious disturbances by 75%, average 
amount of additional sedation re- 
markably reduced and one less atten- 
dant needed on the ward during the 
day. An exercise program on the acute 
service of a 2000 bed hospital effected 





a reduction of wet packs by 1233 over 
a period of six months. Another large 
hospital reports a decline of tubs 
from 295 to 78 and packs from 364 to 
325 over a period of three months. 


Stimulation of interest in exercise 
is stressed for aged patients to train 
in activities essential to daily living 
and to establish effective health 
habits. Light exercises are selected 
with coordination being a primary 
aim. Preference is given to such sim- 
plified and easily motivated activities 
as modified hiking, swimming, shuf- 
fleboard and croquet. Exercises are 
given to prevent or correct postural 
defects. The therapeutic aim is to 
prevent deconditioning to enable the 
patient to retain the vegetative re- 
flexes and to care for daily needs of 
dressing and self feeding. 


Research studies are laying the 
basis for programs and techniques 
which will take into account the skill 
level along with physical tolerance 
and psychological potentials which 
will enable these individuals to find 
solid satisfaction from activity. Psy- 
chological findings point to the signi- 
ficant element of regression rather 
than chronological age as a major 
factor requiring careful study in an 
overall study of geriatrics. 


SUMMARY 


Corrective Therapy is a positive 
agent which has been developed as a 
part of Physical Rehabilitation in the 
Veterans Administration. It is too 
soon to definitely evaluate the net 
results of many of the techniques in 
corrective therapy, but already it is 
obvious that they are proving very 
valuable in many psychiatric illnesses. 


Just as physiological effects of ex- 
ercise may aid in reestablishing form- 
er patterns of motion in neurological 
conditions resulting from lesions of 
the central nervous system, so in 
psychiatric disease new behavior pat- 
terns are developed by corrective 
methods which can be guided by the 
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psychiatrist and the psychiatrist ad- 
vantageously toward normal behav- 
ior and eventual rerovery. 


In Physical Medicine it may be 
several years before the exactness of 
dosage of various procedures will be 
definitely established as compared to 
pharmaceutical dosage. Likewise, in 
Corrective Therapy the surface of the 
possibilities in this field have barely 
been scratched. Much remains to be 
done in the proper evaluation. obser- 
vation and study of various methods 
so as to derive the optimal type, fre- 
quency and duration of dosage for 
various mental conditions. 


Corrective Therapy in the VA has 
stimulated a renaissance of interest 
and a concerted attack in this field 
throughout the NP hospitals upon the 
problem of best treating mental ill- 
ness with prescribed activity. 


Psychiatrists are viewing progress 
along these lines with interest and 
anticipation. 


CONCLUSIONS 


1. Corrective Therapy has proven its 
usefulness in the psychiatric field 
through its application to mental 
illness as a dynamic adjunct to 
psychotherapy, and a a component 
section of total rehabilitation in 
coordination with other rehabilita- 
tion sections of the Physical Medi- 
cine Rehabilitation Service. 


2. Corrective Therapy has been of 
definite therapeutic value in its 
specialized application in the treat- 
ment of catatonic patients and for 
post-shock and leucotomy cases. 


3. Corrective Therapy offers new 
avenues of approach to the reha- 
bilitation of chronic and aging 
mental patients. 


4. The further practical application of 
the principles of Corrective Ther- 
apy, based on observation, research 
and evaluation of progress, should 
lead to new and even more bene- 
ficial results. 
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REHABILITATION OF THE PATIENT 
WITH CHRONIC POLIOMYELITIS 


By 


JOSEPHINE J. BUCHANAN, M.D. 


Treatment of ‘poliomyelitis should 
begin as soon as possible after the 
onset of the disease in order to re- 
lieve the discomfort of the patient 
and to minimize the disabling after- 
effects. From the ideal point of view 
this treatment requires teamwork of 
a special group of professional work- 
ers, highly skilled in the techniques 
and procedures necessary. The pedia- 
trician, the physiatrist, the orthope- 
dist, the therapist, the nurse, the phy- 
chiatrist, the social worker, the “pack- 
er’, and many others may serve to 
form this special group who, at one 
time or another, may play a part in 
the recovery of the patient who is 
diagnosed as having acute anterior 
poliomyelitis. 


It is generally accepted that the 
total damage to the nervous system 
occurs during a relatively short period 
of time following its invasion by the 
virus. This period of time has been 
set at about 72 hours, with some few 
cases in less or more time. All that 
happens to the muscles after this 
period is a direct or indirect result 
of the damage done them. Our pre- 
vious concept of poliomyelitis was 
based almost entirely on the convic- 
tion that the dominant factor respon- 
sible for the crippling effects of polio- 
myelitis was a flaccid paralysis due 
to destruction of lower motor neurons. 
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Based on this concept the affected 
muscles were put at complete rest in 
casts and splints and all physical ther- 
apy procedures were postponed for 
varying periods of time until the at- 
tending physician deemed it wise to 
try to limber up some of the exceed- 
ingly stiff joints and to begin muscle 
reeducation. Today it is thought that 
permanent interruption of all motor 
impulses to a bodily segment due to 
massive destruction of all the anterior 
horn cells and other cord components 
supplying that segment is a relatively 
uncommon complication of poliomye- 
litis. It is known, from our ever-grow- 
ing experience, that prolonged im- 
mobilization serves only to stiffen 
joints to materially aid in the develop- 
ment of contractures, to markedly en- 
hance alienation and to definitely de- 
lay the return of voluntary power 
therapy. 


To Miss Elizabeth Kenny must go 
acknowledgement that her observa- 
tions of the phenomena occuring in 
the acute stage of this disease have 
served to bring about an awareness 
of these to all in the medical profes- 
sion who care for poliomyelitis in all 
its stages. Now, in the acute stage of 
this disease we are faced with a 
syndrome which we had not treated 
before. Experience had proved to 
us that early treatment directed 





against spasm, alienation, incoordina- 
tion, weakness, and impaired circula- 
tion aids materially in iminimizing the 
so-called crippling after effects. Thus, 
the results obtained in all stages of 
this disease are based to a large de- 
gree on the effective management of 
this early syndrome. In the acute 
stage we are not primarily concerned 
with the loss of voluntary muscle 
power, because we are unable to 
evaluate the cause of this loss until 
there has been complete relief of the 
pain, muscle shortening and aliena- 
tion which are generally present in 
varying degrees. We cannot tell 
whether loss of voluntary power of 
a muscle in this stage is due to 
actual cell destruction, temporary 
damage to cells, alienation or a com- 
bination of these factors. 


Muscles which are allowed to re- 
main in spasm, unrelieved for any 
considerable period of time go on 
to shortening which may become per- 
manent. This shortening then is the 
basis of a contracture, and in turn 
the contracture produces a deformity. 
Deformities, fundamentally then, are 
the result of unrelieved muscle spasm. 
Less frequently they may occur as a 
result of a tightness secondary to pro- 
longed immobilization either with or 
without splints. 


Our main objectives, then, for this 
acute stage are: to relieve pain and 
spasm, to prevent deformities, and to 
restore to the patient a normal pat- 
tern of movement. Let us consider 
briefly the methods which are avail- 
able for the attainment of these ob- 
jectives. For the relief of pain and 
spasm, heat has been found to be 
the most efficacious medium. Various 
types of heat have been used to ad- 
vantage, but experience has proved to 
us that moist heat gives the greatest 
degree of relief of these conditions. 
The types of moist heat used are 
those of the hot packs and hot tub 
baths. In order to prevent deformities, 
spasm must be relieved, normal pat- 
terns must be regained as soon as 
possible, and support must be given 


JOURNAL OF PHYSICAL AND MENTAL REHABILITATION, October, 1949 











those muscles which are too weak to 
support a part which may be affected 
by gravity, even when the patient is 
recumbent. This muscle group is re- 
presented by the dorsi-flexors of the 
feet. Therefore, footboards must be 
utilized routinely for all patients so 
that any chance of this foot drop may 
be circumvented. The attainment of 
the normal pattern of movement is 
materially aided from the beginning 
of the disease by painless passive 
movement of involved segments 
through the normal joint range 
several times daily. No restricting 
splints or casts are used as they serve 
only to further irritate muscles in 
spasm, to cause stiffness of joints and 
to enhance whatever alienation has 
already occurred. Muscle stimulation 
is given manually to all muscles not 
under voluntary control by utilizing 
the stretch reflex, and active assisted 
motion is initiated in all prime movers 
as soon as involved groups are free 
of pain, spasm, and incoordination. 
When tolerated, muscles which are in 
spasm may be stretched in order to 
relieve the spasm and _ shortening. 
Drugs, such as prostigmin and inter- 
costrin, are at time utilized for the 
purpose of minimizing the number 
of impulses reaching these muscles 
and to thus facilitate the stretching 
of such shortened muscles. It might 
be well to state here that the longer 
the existence of a contracture or a 
deformitory prior to institution of 
therapy, the worse is the prognosis 
for correction. In like measure, the 
earlier the relief of spasm, the better 
is the prognosis for return of function 
in alienated or weakened antagonists 
through early application of reeduca- 
tion in those cases in which the two 
presented themselves in related agon- 
ist and antagonist groups. 


Response to treatment is usually 
dramatic. If little or no motor cell 
death has occurred, the segment is 
rapidly brought under efficient co- 
ordinated control. If gross motor cell 
destruction has occurred, there is, of 
course, little return of power. Either 


the segment is almost completely flac- 
cid or a diffuse return of voluntary 
contraction below functional capacity 
occurs. When voluntary power re- 
turns it is diffuse and well-balanced. 
Properly treated in the early stages, 
polio patients will rarely have a spotty 
return of power. 


Patients who have been inadequate- 
ly treated in this early acute stage 
are far more difficult to care for and 
eventual results are often greatly 
wanting in degree of functional per- 
formance. These patients not only 
have retained their tenderness and 
spasm longer, they are beginning to 
show or have fully developed con- 
tractures and even deformities, such 
as equinovarus, tibial torsions, knock 
knees, pelvic obliquities and scolioses 
and many others. They are also very 
likely grossly incoordinated and have 
already firmly established patterns 
or substitute patterns of actions of the 
few muscles still under voluntary con- 
trol. There are beginning fibrous 
contractures of muscles and of peri- 
articular structures. Only vigorous 
action at this time can promise any 
hope of relief of these conditions. 
Heat, intensive stretching of contrac- 
tures and meticulously carried-out 
muscle reeducation must be instituted 
and persisted in over a prolonged 
period of time, if any degree of suc- 
cess is to be attained. 


When the time is favorable for 
sitting, standing or walking, the 
physician and the therapist will 
consider not only muscle balance and 
power but also the influence of grav- 
ity, weightbearing, and static strain. 
One buttock smaller than the other 
must be supported by a hip pad 
under the ischial tuberosity to prevent 
scoliosis. Weak abdominals as well as 
impaired back and hip groups may 
lead to trunk distortion. Bracing and 
surgery may be necessary. 


Throughout all the phases of the 
treatment of a patient who has had 
poliomyelitis, detailed muscle checks 
must be made. these tests, repeated 
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at intervals, provide a valuable de- 
scription of the patient’s involvement 
and serve as a basis for the evaluation 
of efficacy of therapy. Muscle strength, 
endurance, balance and smoothness 
in muscle group function in all parts 
of the body are increased by various 
types of carefully graded exercises. 
Assistive, free and resistive exercises 
are fitted to the muscles or muscle 
groups according to the condition of 
each. Balancing and walking are 
started early to prevent the atrophy of 
disuse and to regain or retain normal 
neuromuscular patterns of locomotion. 


I shall now give you the routine 
plan for the care of poliomyelitis 
patients as set up at the Medical Col- 
lege of Virginia: 


1. Bedboards and footboards shall 
be provided for all patients. 


2. Uncessary handling of the patient 
shall be avoided. Acutely ill pa- 
tients shall be fed. 


3. Initial muscle analysis shall be 
made by the therapist and/or the 
physiatrist, for the purpose of: 


a. Detetcing areas of hyperirrita- 
bility and spasm. 


b. Arriving at a preliminary esti- 
mate of the extent and distribu- 
tion of the major muscle weak- 
ness. 


4. Muscle analysis shall be repeated 
at the end of the first, second, and 
third week of illness. 


5. Muscle analysis shall be recorded 
on a special chart. Careful note 
shall be made of all significant 
changes in muscle status. A mini- 
mum of four analyses shall be 
made on all patients as specified 
in “4”, 

6. Muscle groups to be packed shall 
be recommended by the therapist 
responsible for the treatment of 
the patient, subject to the approval 
of the physiatrist. 


7. Hot packing and special nursing 
care shall be under the supervision 
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10. 


1 


— 


12. 


13. 


15. 
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. Localized 


of a nurse therapist with post- 
graduate training in the care of 
patients with poliomyelitis. 


. When indicated, intermittent hot 


packs will be given every two 
hours, five times daily, the packs 
to be removed at the end of one 
hour. Patients receiving the packs 
shall be given salt replacement. 


severe and painful 
spasm shall be subjected to con- 
centrated packing (every fifteen 
minutes for one hour) twice daily. 


Spasm of respiratory muscles ef- 
fecting pulmonary ventilation shall 
have concentrated packing (every 
fifteen minutes for one hour) 
twice daily. 


.A rolled towel shall be placed 


under the knees of acutely ill 
patients, as specified by the ther- 
apist, and sandbags shall be used 
as indicated. 


There shall be careful control of 
body alignment after each applica- 
tion of packs, as specified by the 
therapist in charge. 


When pain, tenderness and spasm 
have largely subsided, formenta- 
tions shall be discontinued on the 
recommendation of the therapist, 
subject to the approval of the 
physiatrist. 


. If muscle shortening and pain per- 


sist after prolonged and efficient 
use of hot packs, other forms of 
thermotherapy shall be tried, such 
as the Hubbard Tank, luminous 
infra-red radiation and the par- 


affin bath. 


The physiatrist, in consultation 
with the pediatrician shall deter- 
mine when bedside treatment may 
be replaced by treatment in the 
therapy department. Since good 
training requires the undivided 
attention of both the patient and 
the therapist, it is suggested that 
as soon as possible after the pat- 
ient is out of isolation, treatment 
be carried out in the department. 


16. 


17. 


18. 


19. 


20. 


21. 


23. 


When spasm and pain have sub- 
sided, the first manual muscle test 
can be performed. The physiatrist 
shall determine when the patient 
is ready for muscle testing. 


All manual muscles tests shall be 
given by a therapist, the same 
therapist performing repeated tests 
on the same subject. 


A modification of the form used 
at the Georgia Warm Springs 
Foundation shall be used for re- 
cording the results of manual 
muscle testing. 


All patients shall receive a manual 
muscle test before discharge. 


Before discharge, record shall be 
made of the patient's ability to 
stand, walk and perform. stair 
climbing. Abnormalities in gait 
shall be described. 


Muscle test shall be performed 
monthly on all patients returning 
to the department for out-patient 
care. 


. Manual muscle tests shall not be 


performed on children under 2 
years of age, since such tests are 
unreliable when performed on the 


very young. 


The exercise program shall begin 
at the earliest moment. It will pro- 
gress systematically through the 
following stages, the rate of pro- 
gression being determined by the 
therapist, subject to the approval 
of the physiatrist: 


a. Tendon stimulation and passive 
motion through the pain-free arc 
shall be done at least once daily 
in the acute phase. This shall 
be done only by the therapist. 


b. 


— 


Rythmic, reciprocal, active-as- 
sisted motion with meticulous 
individualization of prime mov- 
ers shall commence when spasm 
and pain have diminished suffi- 
ciently to permit relaxation. 


c. This type of reeducation exer- 
cise shall be given to every 
muscle in the affected area. 





d. When passive motion is painless 
and when no intrinsic or extrin- 
sic incoordination accompanies 
active — assisted movements, 
active exercise through the full 
voluntary arc shall commence. 


e. Persistent tightness shall be sub- 
jected to early forced stretching, 
preceded by thermotherapy. 


f. Plinth exercises may be supple- 
mented by underwater exercise 
in the pool when pain subsides, 
incoordination disappears and 
voluntary exercise is permitted. 


g. Sitting shall not be permitted 
until the recommendation of the 
therapist and the physiatrist and 
is approved by the orthopedic 
consultant. 


h. Weight-bearing shall not com- 
mence until recommended by 
the physiatrist and approved by 
the orthopedic consultant. 


i 


. Adequate balance training shall 
precede all attempts at locomo- 
tion. 


. The need for aids to locomotion, 
support, etc., shall be determin- 
ed by the orthopedic consultant 
in conference the physiatrist 
and the therapist caring for the 
patient. 


—s 


k. On discharge, a home treatment 
exercise program shall be pre- 
scribed by the physiatrist and 
given to the patient in writing. 
after it has been taught to a 
responsible member of the fam- 
ily by the therapist. 


— 


. Discharged patients returning to 

orthopedic clinic for check-up 
shall also report to the depart- 
ment for check-up and/or fur- 
ther treatment. 


m. The therapist shall attend the 


orthopedic clinic to integrate 
better the after-care program. 


25. The physiatrist shall be consulted 


before orders for discharge are 
given. 
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A patient is considered to have 
reached a chronic stage in his disease 
only after no further increase in 
muscle strength can be expected. This 
point is reached at varying times 
according to each individual patient. 
Our primary problem when this point 
has been reached is to evaluate the 
patient’s disability in terms of possible 
worth-while activity when he returns 
to his own home environment. Here, 
particularly, we must be aware of 
factors other than weakness which 
may impose added handicap to the 
patient such as contractures which 
can be relieved by further stretching 
or surgery, deformities which can be 
corrected or minimized by protective 
or corrective devices or by such appli- 
ances as corset lifts, etc. 


When all of these factors have been 
considered and maximum recovery is 
considered to have occurred, then and 
then only, must our treatment be con- 
centrated on the improvement of per- 
formance in a purely functional man- 
ner. After a complete test has been 
made of the patient's ability to per- 
form his daily activities, a detailed 
and individual teaching program may 
be planned. Using the test as a guide, 
the most practical activity for the 
patient to learn first is chosen. Groups 
of fundamental functional exercises 
are initiated and graphic records will 
serve as a guide to progression of 
activities. It is in this type of program 
that the patient is enabled to put to 
best use what he has left. It is here 
that he may be taught trick move- 
ments to accomplish an activity that 
was impossible for him in the usual 
manner of performance. It is in this 
type of program that he gains endur- 
ance, further coordination and _ bal- 
ance, and learns to live with handi- 
cap in the best possible manner. 


The therapist’s responsibility in the 
total treatment of the patient with 
poliomyelitis is an important one 
necessitating the greatest skill in the 
administration of a variety of treat- 
ment procedures. Her knowledge of 
functional anatomy, muscle reeduca- 


tion and therapeutic exercise must be 
so thorough and her records so ac- 
curate that the physician may rely on 
them with every degree of confidence. 
The ability to do consistently accurate 
muscle testing should be a basic re- 
quirement of all therapists. The whole 
field of muscle reeducation and ther- 
apeutic exercise is based on these 
abilities. 


In closing, I should like to bring 
before you the ten principles of 
muscle reeducation as stated by Dr. 
Robert L. Bennett, Director, of Physi- 
cal medicine of the Georgia Warm 
Springs Association. 


1. The patient must throughly under- 
stand what is being done and what 
is expected of him. 

. No attempt should be made to ini- 
titate active motion until painless 
passive motion is possible through 
a functional range in all of the 
bodily segments taking part in the 
attempted motion. 


bo 


3. The physician (or therapist) must 
have good reason to believe that 
his patient can perform the motion 
that is under consideration. 


4. All motion must follow as nearly 
as possible a normal pattern. 


ul 


. The segment controlled by the 
muscle group under care should 
be carried through as complete a 
range of motion as possible. 


6. Coordination must be established 
before any attempt is made to 
increase strength or endurance of 
a bodily segment. 


7. Exercise must be carefully graded. 


8. Imbalance of muscle strength is 
not dangerous if coordination is 


established. 


9. Fatigue is not dangerous unless 
when fatigued, incoordination or 
substitution results. 


10. The patient must be thoroughly 
instructed in his activity between 
periods of daily treatment. 
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Representative Assembly 


Cy, 


The final results are in concerning the 
nation-wide election of the Representative 
Assembly for the Association for Physical 
and Mental Rehabilitation. Outlined be- 
low are the successful candidates who 


were elected by a write-in vote of active 
members. 





AREA |I— 


Arthur Tauber, 1535 Walton Ave. 
Bronx, 52, N. Y. 


Van D. Goodsell, 45 Winter Avenue, 
New Brighton, Staten Island, N. Y. 
Alfred Sepecky, Batavia, N. Y. 


AREA li— 
Chris Kopf, Bedminster, New Jersey. 
Michael Yarosh, Martinsburg, W. Va. 
Sheldon Johnson, Chillicothe, Ohio. 


AREA Ill— 
Phil R. Davis, Columbia, S. C. 


Lovis M. Frazier, Jr., 736 South Gra- 
ham, Memphis, Tenn. 


Lou W. Hussey, Tuscaloosa, Alabama. 


AREA IV— 
Leslie Root, Wood, Wisconsin. 


Chester Nelson, Ft. Snelling Annex, 
lowa City, lowa. 


AREA V— 
Boyce J. Nall, Temple, Texas. 
William F. Cook, Topeka, Kansas. 


Laurence Heintzelman, Wadsworth, 
Kansas. 


AREA Vi— 


George Calasuonno, American Lake, 
Washington. 


Herbert H. Dixton, Oakland, Calif. 
Philip West, Van Nuys, Calif. 


at 


11 











THE ROLE of the CHRONIC INDIVIDUAL 
IN MODERN SOCIETY 


By 


MANNY HOLLANDER 


Honorary President of the 


Kings County Multiple Sclerosis Society 


In recent times the entire problem 
of chronic diseases has come to the 
fore in American life. In a report on 
the nation’s health issued in Septem- 
ber 1948, Oscar Ewing, the Adminis- 
trator of Federal Security Agency 
estimated that more than 25,000,000 
Americans are victims of chronic 
diseases. The conditions covered by 
his report include diseases of the 
heart, cancer, arthritis, tuberculosis, 
diabetes, kidney ailments, nervous 
and mental diseases, asthma and any 
number of other related conditions. 
While is is known that many of the 
victims of these diseases are in the 
older portion of our population, more 
than half are under the age of 45 
However, the danger of developing a 
chronic disease increases with age. 


The implications of this condition 
are manifold; there are very few of 
us who do not recognize the havoc 
caused in our society by a long term 
illness, the crippling and disabling of 
many, resulting in a tremendous loss 
of potential man power, as well as 
the financial drain incurred in the 
care and treatment of the chronically 
ill. 
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Unfortunately as yet, the little be- 
ing done by way of facilities, hospi- 
talization, care and treatment of these 
people is inadequate for present 
needs. However, medicine today 
recognizes chronic disease as a major 
health problem and a reorientation in 
medical thinking and planning is be- 
coming more and more apparent. 


The concern of this article is with 
the individual who has become either 
chronically ill or handicapped, his 
attitude towards himself and towards 
all those about him. In other words, 
we are concerned with the problem 
of the patient’s adjustment. By ad- 
justment, we mean the adaptation of 
the individual to a new way of life, 
living and working and being him- 
self within his limitations or even 
despite them. Adjustment means 
neither resignation nor vegetation, a 
condition all too prevalent throughout 
the various centers for institutional 
care for the chronically ill but rather 
the preparation for living to one’s 
maximum capacity—a productive or 
socially useful life. This article is in- 
tended to help the chronic patient 
achieve that inner peace that can 





only come with a well-balanced in- 
telligent and emotional adjustment. 


Two case histories may serve to il- 
lustrate the problem of adjustment. 


Mary W., a former school teacher, 
is a patient at one of our large 
hospitals. Shortly after her mar- 
riage, at the age of 23, she suf- 
fered an injury to her cervical 
spine resulting in almost com- 
plete paralysis of all extremities. 
Previous to this injury, Mary had 
been a self sufficient individual, 
enjoyed a fairly happy home life 
and much sociability. The emo- 
tional shock that came with the 
realization that she could no 
longer follow her previous nor- 
mal pursuits put Mary into a 
state of prolonged depression. 
She considered herself a helpless 
invalid completely dependent on 
other for all her wants and needs. 

Occupational therapy discover- 
ed that she had talent for paint- 
ing. By means of a brush which 
was strapped to her hand, she 
was able to stroke the brush on 
an easel before her wheel chair. 
After a short time, she had de- 
veloped enough dexterity and 
interest in her work as well as an 
ability to earn some money with 
it. However, she still felt that her 
invalidism shackled her and 
sought means whereby she could 
better herself despite her limita- 
tions. 


However, continued evaluation 
by the therapy team considered 
further physical rehabilitation 
possible, and after an intensive 
course of treatment she was able 
to propel her chair slowly with- 
out outside assistance. She now 
earns some money even though 
she is still hospitalized. The emo- 
tional impact of this new found 
incentive has given Mary a well 
rounded personality. She has 
learned to make her disability a 
part of her entire personality 
make-up. 
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On the other hand, there is the 
case of Charles S. a 24 year old 
young man of personable appear- 
ance. He completed three year of 
work at a local college when he 
was stricken with M. S. Charles 
an only and neglected child, is a 
product of an unfortunate family 
situation where incompatibility 
of his parents, as well as the long- 
term physical disability of one 
parent exists. At the present 
time, the knowledge of the diag- 
nosis proves too much for him. 
Though Charles’ complaints at 
present are incontinence and a 
slow halting gait, he rejects the 
chronic nature of his disability, 
and is a problem to himself as 
well as those about him. This 
maladjustment may in time be 
corrected if a total effort is made 
to do so. 


The problem of adjustment to a 
chronic disease is perhaps a dual 
one. Primarily, the patient must ac- 
cept the fact that his illness is a long 
term affair and that he will be dis- 
abled in some way. By this we mean, 
he will be unable to follow normal 
pursuits such as walking, dressing 
himself, feeding himself, or generally 
being unable to personally care for 
all his needs or wants. With many, 
not only the awareness of the chronici- 
ty of the particular condition but the 
diagnosis of the disease may be es- 
sential for adjustment. Of course, this 
must be dependent upon the intelli- 
gence and emotional stability of the 
patient and the doctor's own judg- 
ment. It is felt that this knowledge 
may inhibit a good deal of the physi- 
cal and mental deterioration that 
comes with the slow but inevitable 
awareness of the personal problem. 


The social adjustment of the 
chronically ill patient is in the main 
dependent upon the acceptance of 
those around him of the need for 
making the individual a member of 
society—a citizen in the community 


despite his disability. First, let us 


consider the role of his family, friends, 
associates. All the frustrations and 
heartaches which confront the patient 
in seeking and not finding a “cure” 
is always projected to his family and 
friends. They share his aches, pains 
and discomforts. However, when he 
learns to “accept his condition”, the 
family and others must learn to do 
likewise. Acceptance is not resigna- 
tion but rather the realization that a 
problem must be faced and that all 
avenues, resources, and help must 
be sought toward finding the answer. 
Many families are torn emotionally, 
psychologically, financially, by the 
existence of a disabled person within 
the family group. With proper guid- 
ance, sometimes by the physican, the 
social worker, the rehabilitation team, 
the family can learn that the patient 
is and should remain an active mem- 
ber of the group within his limitations. 


How society can best meet the 
problem of chronic disease is not per- 
tinent to the present theme of this 
article. However, the awareness by 
society « chronic disease conditions 
generally or specifically can vitally 
contribute to the patient’s proper ad- 
justment. This awareness can take the 
form of medical research and experi- 
mentation, as well as integrated and 
planned programs for retraining and 
rehabilitation. 


Previous mention has been made 
of the Rehabilitation team which may 
consist of the physio therapist, cor- 
rective therapist, the occupational 
therapist, in addition to the medical 
and nursing staff, the social service 
worker, and in some cases the psychi- 
atrist. The team can play an important 
part in assisting the patient to make 
the essential adjustment by stimulat- 
ing an active interest in the patient 
toward some positive results in treat- 
ment. 


With all these underlying necessary 
conditions for adjustment working, 
the patient should be able to properly 
fit himself into the social scheme of 
things. Dr. Henry H. Kessler in “Re- 
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habilitation of the Physically Handi- 
capped” has quoted a French philoso- 
pher, “Most ordinary people seek 
extraordinary destinies”, and revised 
it most appropriately to read, “The 
handicapped are extraordinary in 
seeking ordinary destinies.” With 
proper adjustment a patient can often 
establish that ordinary destiny. 


Employ the Handicapped 


A bill to provide for the expansion 
of the President's Committee on National 
Employ the Physically Handicapped 
Week has been reported favorably to 
the House by the House Committee on 
Education and Labor. The bill, H.J. Res. 
288, authorizes the annual appropriation 
of $75,000 for the work of this committee. 
Funds made available if the bill is passec 
would provide for a small staff to make 
possible a more effective liaison with 
committee members, and organizations, 
state governors and others engaged in 
the year-round program for stimulating 
employment of the physically handicap- 
ped. It would also make possible the 
printing of a periodical containing infor- 
mation on the general subject of employ- 
ing the physically handicapped. 


National Employ the Physically Handi- 
capped Week is celebrated during the 
first week in October of every year by 
proclamation of the President and the 
state governors, and by appropriate ac- 
tivities by various organizations engaged 
in the employment and rehabilitation of 
the physically handicapped. One hun- 
dred and sixty-five organizations, repre- 
senting thirty million persons, and several 
government officials are presently mem- 
bers of the committee. 
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CORRECTIVE THERAPY IN THE TREATMENT 






OF THE LOWER EXTREMITY AMPUTEE 


LOUIS BRAUN 


Supervisor, Corrective Therapy 
VA HOSPITAL 
Bronx 63, New York 


The Corrective Therapy program 
for amputees at the Veterans Admin- 
istration Hospital, Bronx, New York 
is highly integrated and presents as 
its objectives: 


1. Determination of, existing de- 
fects in muscle (weakness contrac- 
tures, etc.) and faulty alignment of 
the body as a whole. 


2. Correction of the existing de- 
fects before the prosthesis is fitted. 


3. Restoration of the normal range 
of motion and muscle strength of 
the stump and its maintenance. 


4. Instruction of the amputee in 
the correct use of his prosthesis. 


Corrective Therapy as a unit em- 
ploying therapeutic exercise is readily 
able to carry out the most commonly 
prescribed treatment necessary in the 
preparation of the amputee. Before 
the therapeutic exercise prescription 
is carried out, the amputee is given 
a muscle examination by the physi- 
cian. This includes tests for posture, 
flexibility, contractures and muscle 
strength. Before and after application 
of prosthesis. The results of this ex- 
amination will determine the exercise 
program best suited to the correction 
of defects in body alignment, contrac- 
tures and promotion of normal range 
of motion. 


The following objectives must be 
accomplished before the amputee is 
ready for instruction in the correct 
use of the prosthesis; achievement of 
stump strength particularly in hip ex- 
tension and adduction, correction of 
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existing contractures within limitation 
of physical condition or delaying until 
surgical correction, correction of de- 
fects in balance and body alignment, 
strengthening of normal leg, and fin- 
ally general body conditioning. If 
these objectives are not accomplished 
and a deformity or limited range 
exis‘s, poor posture will result after 
the prosthesis has been applied. For 
example, if an abduction contracture 
exists in the above knee amputee, the 
patient will stand in a position of 
lateral pelvic tilt with his prosthesis. 
If a hip flexion contracture of the 
stump exists, the patient will stand 
with an anterior pelvic tilt. Body 
alignment is quite essential in reach- 
ing the goal of a resonably normal 
gait. 


The following tests are routinely 
administered to each patient before 
Corrective Therapy is prescribed: 


1. Eliciting presence of hamstring 
shortening on uninvolved leg. The 
patient lies supine on a plinth and 
flexes lower extremity at the hip with 
knee extended. The normal length of 
the hamstrings permits flexion of the 
hip from 60 to 75 degrees. 


2. Determination of flexibility of 
the lumbar spine. The patient should 
be able to lie supine on a plinth with 
the lumbar spine flat, the knees and 
hips extended, and the arms raised 
directly overhead. 


8. Hip contracture is tested by 
flexing the opposite thigh on the chest 
to help keep the lumbar spine flat and 
immobilized. Tests are also performed 
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VICTOR MAYER, M.D. 


Assistant Chief, Orthopedic Section 
VA HOSPITAL 
Bronx 63, New York 


to determine range of motion in the 
hip abductors and adductors. 


When the physician has deter- 
mined that the patient is ready for 
training in the use of his prosthesis, 
Corrective Therapy begins its ambu- 
lation program. The essential re- 
quisites of walking with a prosthesis 
are balance and muscular coordina- 
tion in motion and equality of steps 
for smoothness and rhythm. 


The Corrective Therapists begins 
with the correct method of wearing 
the appliance. The stump sock is 
pulled smoothly over the stump, the 
patient then puts on prothesis at 
about 45 degree angle from the mid- 
line. The pelvic band is then buckled 
around the waist below the iliac 
crest. Next, specific exericises are 
taught to the patient between parallel 
bars. 


He is instructed in active upright 
anterior tilt in which the pubis is 
drawn in the direction of the sternum 
by the action of the abdominal mus- 
cles. Patient is then taught to bal- 
ance the body weight on each ex- 
tremity separately. This may be done 
first between parallel bars and then 
between crutches. 

Additional balance exercise is nec- 
essary before actual walking is begun. 
The prosthesis is placed in a forward 
walking position with the weight on 
the normal leg.A full forward step is 
then taken with the normal leg on a 
line with inner border of prosthesis. 
A backward step is then taken with 
the normal leg passing as close as 
possible to the prosthesis. 
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The patient is instructed to walk 
forward between parallel bars begin- 
ning with the normal leg. He then 
flexes the stump keeping the toe as 
the last point to leave the floor. This 
will “break” the knee of the prosthe- 
sis. The patient then swings the pros- 
thesis forward to a position of full 
extension of knee and touching floor 
with the heel first. The patient is able 
to check his posture by means of 
a mirror placed at the end of the 
parallel bars. 


Walking defects are observed but 
the primary interest at this phase is 
to overcome fear and to establish 
good balance. When the patient is 
able to walk forward with apparent 
ease, he is taught to ascend and des- 
cend stairs. The Corrective Therapy 
Clinic should be equipped to teach 
the amputee the techniques of stair 
climbing at varying heights of steps. 
In ascending stairs, the normal foot is 


- placed on the first step and the body 


weight is shifted over that leg bring- 
ing the prosthesis to a position beside 
the normal foot. In descending stairs, 
three fourths of the foot of prosthesis 
is placed on the lower step. The body 
weight is shifted over the prosthesis 
and the normal foot brought to a 
position beside the prosthesis. 


For bilateral amputees, the prob- 
lem of balance obviously is much 
more difficult. However, in general, 
the therapist emphasizes the same 
walking techniques as those used by 
the unilateral above knee amputee. 


Posture is more important for the 
bilateral amputee. He must keep his 
shoulders erect and keep proper 
alignment of the trunk in relation to 
the prosthesis by control of the hip 
and abdominal muscles. It is impor- 
tant to avoid the use of crutches. Too 
often, the tendency of the bilateral 
amputee is to lean forward on the 
crutches causing pressure in the axil- 
lary region. “Canadian” crutches or 
the elbow type are preferred if 
crutches are to be used for a long 
period of time. 


Bilateral amputees are more diffi- 





cult to teach proper technique of as- 
cending and descending stairs. With 
bilateral amputees, one of the prosthe- 
sis must be locked in full extension at 
all times. Vigor and determination 
are especially important factors which 
must be considered by the therapist 
in teaching ambulation. 

Going up and down stairs is diffi- 
cult but can be mastered. To ascend, 
the bilateral amputee places one of 
his prosthesis on the step above and 
then locks the prosthesis with the 
stump. This procedure will raise the 
body up to the step level. Going 
down the stairs is a much more diffi- 
cult movement for the bilateral am- 
putee but can be accomplished by 
diligent and persistent efforts on the 
part of both the therapist and patient. 

The essentials of training the lower 
extremity amputee are: 

1. Muscle examination pre and 
post application of prosthesis. 

2. Consideration of the patient as 
an individual and treatment both of 
the stump and the patient as a whole. 

3. Elimination of contractures and 
establishment of muscle balance. 

4. Instruction by a Corrective 
Therapist with definite attention paid 
to sequence. 

5. Assurance of efficiency in hand- 
ling prosthesis before patient leaves 
the hospital. 

The Corrective Therapy program 
at the Veterans Administration Hos- 
pital, Bronx, New York has been fol- 
lowing the above pattern of instruc- 
tion and aims for both a confident 
and reduction in hospitalization with 
early rehabilitation. 


REFERENCES 

1. Orthopedic Surgery — Jones and 
Lovett—1933 

2. Amputation Prosthesis — Atha 
Thomas—J. B. Lippincott Co. 

3. Orthopedic Applicances—H. H. 
Jordan—1939 

4. Lectures on Peace and War— 
Orthopedic Surgery — Medical 

Department U.S.A. 







JOURNAL OF PHYSICAL AND MENTAL REHABILITATION, October, 1949 





We Introduce... 


ARTHUR S. ABRAMSON, M. D. — 
Canadian by birth. 
Educated at Mc- 
Gill University in 
Montreal. Residen- 
cy in Internal 
Medicine, Royal 
Victoria Hospital, 
Montreal; in surg- 
ery at Montefiore 
Hospital, New 
York; in orthoped- 
ic surgery at the Hospital for Joint 
Diseases, New York. During late wer 
was Chief, Orthopedic Service, 99th 
General Hospital. Disabled during 
Battle of Bulge and took residency in 
Physical Medicine and Rehabilitation 
at the Bronx Veterans Hospital fol- 
lowing discharge from Army Hospi- 
tal. Was appointed Assistant Chief, 
Physical Medicine Rehabilitation Ser- 
vice, Bronx Veterans Administration 
Hospital in May 1948. Has acted as 
advisor to Veterans Administration 
on spinal cord injury program. Diplo- 
mate of the American Board of Physi- 
cal Medicine and _ Rehabilitation. 
Instructor in Rehabilitation, New 
York University Medical School. As- 
sistant attending physician at Belle- 
vue Hospital. Guest lecturer Columbia 
University Physical Therapy School. 
Member advisory and __ editorial 
boards, Association for Physical and 
Mental Rehabilitation. 

Dr. Abramson’s wholistic approach 
towards rehabilitation has been an 
inspiring and motivating force to 
members of the medical profession, 
therapists and patients. 





(Continued on Page 20) 


Welcome 


Paul E. Roland, Chief, Corrective Ther- 
apy, V. A. Hosnital at Danville, Illinois, 
reports the addition of two new therapists 
to his section. A welcome to the field of 
Corrective Therapy is hereby extended 
to Ross Elvidge and Stanley Scoffield, 
both graduates from the University of 
Ilinois. 
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EDITORIAL [raster 





Throughout history, it has been noted that all eras of progressive society 
have been marked by a high degree of organization. The societies of the 
Chinese dynasties, the Phoenicians, the Greeks, the Romans, etc., have all 
reflected the high degree of organization of their respective society and the 
active participation of their citizenry. 


It is particularly significant to note that in these societies careful planning, 
delegation of authority and active cooperation by the members resulted in the 


highest degree of successful accomplishment regardless of the moral implica- 
tions involved. 


Long before Physical Medicine Rehabilitation assumed its proper position 
of importance in medicine, Physical Therapists and Occupational Therapists 
realized the need for joining together under competent leadership for their 
professional growth and advancement. Their organizations have been responsi- 
ble for the improvement of standards, for research and professional recogni- 
tion and for the promotion of their general well-being. These organizations 


are to be complimented on the excellent progress which their efforts have 
produced. 


What about the newcomers in Physical Medicine Rehabilitation? Three 
years ago the Association for Physical and Mental Rehabilitation was founded 
by a group of men employed in a common professional effort. Their hopes 
and ambitions were identical. They realized that as individuals, dispersed 
throughout the United States, they could not accomplish what their organized 
colleagues had achieved as a result of organized and cooperative effort. 


As a neophyte organization, the Association for Physical and Mental Re- 
habilitation has followed a usual life-like pattern of growth and development. 
Its birth was normal but its infancy has been turbulent. It has grown more 
rapidly than its parents had believed possible, and in its rapid growth, the 
problems it has experienced have frequently appeared to be of overwhelming 
proportions. Temper tantrums have not been the least important of its behavior 
patterns but perhaps these have been due to teething problems for out of all 


of these manifestations, the organization appears to be a healthy, well-rounded, 
and maturing youngster. 


Some of our most vitriolic critics have been those individuals who have 
contributed the least toward the betterment of our profession. With the privilege 
of offering constructive criticism, goes the correlated responsibility of support- 
ing agreed upon courses of action. This truth is self-evident in any organization, 
professional or otherwise. 

In this, the beginning of our 4th year of organization, it is now time for 
us to pause and take stock of our outstanding deficits, for our assets we may 


take for granted. 


One of the Association’s greatest problems has been the matter of mem- 
bership, Not unlike the bee family of workers and drones, we have had by far, 
too many individuals who have been content to allow so few to support and 


(Continued on Page 24) 
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LTT 


Dear Editor: 


Would you be interested in ex- 
changing periodicals? We can offer 
you our quarterly Texas Reports On 
Biology And Medicine, which is now 
in its seventh year, in exchange for 
your Journal Of Association Of Physi- 
cal And Mental Rehabilitation. We 
would like to have as complete a 
file as possible of your publication; 
then, in exchange, we would send 
you a complete file of our Texas Re- 
ports On Biology And Medicine. As a 
sample we are sending you the latest 
issue. 

Hoping to hear favorably from you, 
I remain, 

Very truly yours, 


Elizabeth D. Runge, 
Medical Librarian, 
University of Texas 

Galveston, Texas 


Dear Editor: 


I was very much impressed with 
the recent issue of the Journal of 
Physical and Mental Rehabilitation. 
It has been interesting to watch the 
development of your Journal from 
its infancy to its present status, with 
each issue an improvement over the 
preceding one. 

In my opinion, the Journal now 
compares favorably with others in 
Physical Medicine. Corrective thera- 
pists are doing a fine job in our hospi- 
tals and it is commendable that they 
are endeavoring to establish a pro- 
fessional journal of such high calibre. 


Yours sincerely, 


J. L. Rudd, M.D. 

Chief, Physical Medicine 
Rehabilitation Service 
West Roxbury, Mass. 
(Continued on Page 24) 


JOURNAL OF PHYSICAL AND MENTAL REHABILITATION, October, 1949 








== 


—-m™ 


a ~ \v . 











REHABILITATION of the TUBERCULOUS 


HERBERT S. WHITING, M.D. 


Chief, Physical Medicine Rehabilitation Service 


Halloran VA Hospital, Staten Island 1, N. Y. 


Published with permission of the Chief Medical Director, Department of 


Medicine and Surgery, Veterans Administration, who assumes no respon- 


sibility for the opinions expressed or conclusions drawn by the author. 


Rehabilitation has been defined as 
the restoration of the handicapped 
to the fullest physical, mental, social, 
vocational and economic useful func- 
tioning of which he is capable com- 
patible with his mental or physical 
disabilities. The problems of rehabili- 
tation of the tuberculous are similar 
in principle to those of the seriously 
handicapped, but in addition the 
tuberculous present problems that 
are distinctive because it is a chronic 
infectious disease for which there is 
no specific cure. 


It became evident that with inten- 
sive bed rest, surgical and medical 
therapy, the so-called arrested cases 
and cures were seldom maintained 
after the patients returned home. Re- 
lapses, notorious in tuberculosis, oc- 
curred oftener and sooner, the poorer 
the social and economic conditions 
to which the patient returned. 


This third, or restorative phase of 
medicine as Medical Rehabilitation 
is called, bridges the gap of the pa- 
tient’s care from bed to the job. It 
begins in the hospital, is a continuous 
process and is followed effectively 
through a  post-hospital training 
period to productive work, as the 
patient’s condition permits. 


The Physical Medicine Rehabilita- 
tion Service of the Veterans Admin- 
istration in Tuberculosis Hospitals 
consists of four therapeutic sections 
which are closely integrated. They 
are physical therapy, educational 
therapy, occupational therapy and 
manual arts therapy. Activities in 
these sections are medically pre- 
scribed for the tuberculosis patient 
by his Ward Physician, depending on 
his activity classification. Briefly, the 
activity classification is as follows. 
Class I, II and III—the patient is on a 
24 hour strict bed rest schedule, ex- 
cept in Class III where patients are 
permitted bathroom privileges three 
times daily; the semi-ambulant class 
IV and V, with three to five hours 
up time respectively, and ultimately 
the ambulant Class VI and VII, 
where the patients are permitted 
seven to ten hours of graded activities 
daily. 


Let us take a hypothetical case of a 
moderately advanced active pulmon- 
ary tuberculosis patient entering the 
receiving ward of a Veterans Admin- 
istration hospital. Obviously, all pa- 
tients would not participate in all the 
activities and the amount prescribed 
will be individualized and determined 
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according to the physician’s findings. 


While still on the Receiving Ward, 
the patient will have been interview- 
ed by the Social Service worker. 
Problems of the patient's family often 
affect adversely the progress of the 
patient because of the emotional con- 
flicts they create. They often compel 
him to leave the hospital inadequate- 
ly prepared, physically and economi- 
cally, to cope with them. The resolu- 
tion of the financial and domestic 
problems of the patient and his family 
is compelling, and must be satisfac- 
torily accomplished. 


During his early hospitalization on 
the receiving ward he is exposed to 
orientation regarding the nature of 
his disease, the hygenic precautions 
to be adopted and what nursing, 
medical, surgical and rehabilitation 
care will be focussed in his direction. 
These patients are usually in Class I, 
II and III and are on twenty-four 
hour bed rest. To secure adequate, 
complete bed rest, a relaxation pro- 
gram under the supervision of trained 
physical therapists is prescribed. This 
activity is on an individualized basis 
since all patients are not amenable to, 
nor will they accept this therapy. Re- 
laxation should begin when the pa- 
tient is acutely ill and confined to his 
bed. Progressive relaxation is taught 
according to the techniques of Jacob- 
son. Instruction in proper bed posture 
is a preliminary requisite, for with 
good posture in bed, complete re- 
laxation proves to be a less difficult 
task. Another principle aim of physi- 
cal therapy is to minimize, by pre- 
scribed exercise, the postural deform- 
ities that occur as a result of 
thoracoplasty and other surgical pro- 
cedures and to correct concomitant 
shoulder disabilities. Preoperative 
patient orientation by the therapist 
makes the understanding of the ob- 
jectives to be obtained less formid- 
able. 


Occupational therapy may be insti- 
tuted at the bedside for Class II 
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patients and is continued unti] the 
patient is in Class V or VI, when he 
is transferred to manual arts therapy. 
Where activity is to be gradually 
limited over a prolonged period of 
time, graded work tolerance activities 
are prescribed in occupational ther- 
apy beginning with minimal activity 
for bed patients and progressing them 
to the shops when they become semi- 
ambulant and ambulant from one- 
half to two hours of activity. Patients 
in the latter category are assigned to 
the occupational therapy shop. The 
physical capacity of the patient to do 
the work is based on empiricism. It 
is estimated by time and factors, the 
type of craft medium (light or 
heavy) and the ability of the patient 
to maintain body motions in a given 
craft activity without fatigue, increase 
of pulse rate, or temperature. By 
grading the activity in occupational 
therapy in physical demands of the 
craft and the duration of the treat- 
ment, the patient’s work or activity 
tolerance will be increased. Again, by 
the early use of occupational therapy, 
the patient will be sensitized to well 
developed interests and skills funda- 
mental to prevocational activities. The 
exact dose of exercise, whether it be 
for physical therapy, educational 
therapy or occupational therapy is 
still best answered by keeping the 
activities graded to a level less than 
the amount which induces dyspnea, 
fatigue or pain. Recently, energy cost 
in terms of multiples of the resting 
metabolic state for convalescent exer- 
cises and various modalities in occu- 
pational therapy have been, or are 
being determined. From the latter 
project particularly, it is hoped to 
prescribe more scientifically activities 
for tuberculous patients. 


Kinetic, or functional occupational 
therapy, is prescribed in conjunction 
with physical therapy for restoration 
of arm and shoulder girdle disabilities 
when indicated in tuberculous thora- 
cic surgery. 


Educational therapy starts often 
with patients still confined to their 
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beds in Class II and III. Therapists 
are sent to the bedside and when later 
the patient becomes ambulatory, his 
instruction is continued in the class- 
room. Educational therapy is pre- 
scribed for graded increase in work 
tolerance as an alternate to occupa- 
tional therapy. It has a two-fold pur- 
pose. It not only tends to prevent the 
mental deterioration of the patient 
confined to bed for prolonged periods, 
but also prepares him for a future 
vocation. Convalescent time is pro- 
fitably put to work and many patients 
acquire High School Equivalency 
diplomas or college creditations. 
Many tuberculous patients likewise 
continue their education after dis- 
charge and this graded preliminary 
hardening in the hospital, in a 
measure prevents relapses of the 
disease. 


When patients have advanced to 
Class IV, the vocational adviser in- 
terviews them for the first time. As 
he is permitted more activity by the 
physician, psychometric and voca- 
tional testing is accomplished. After 
evaluation by the vocational adviser, 
the patient is guided into activities 
in the Physical Medicine Rehabilita- 
tion Service, be they prevocational 
or educational, which will be opti- 
mum for his skills and aptitudes and 
from which he will derive the most 
benefit. 


Patients in Class VI and VII have 
reached the stage where preliminary 
planning for their vocational objec- 
tive, while in the hospital, is carried 
on at a gradually accelerated pace. 
Under this gradual “hardening up” 
process, with simulated actual work- 
ing conditions in the shop, the pa- 
tient’s capacity to work is increased to 
about four hours daily. At the same 
time his capacity to work and his 
limitations to do a specific job are 
determined. The shops, with their di- 
versified activities such as leather 
trades, watch repair, radio, television, 
plastic, and machine shops, not only 
afford the patient and the physician 
a means of determining his capacity 





to do a related or specific job without 
a flare-up of his tuberculosis, but at 
the same time affords the former an 
opportunity to obtain skills and know- 
ledge that will be of continued use 
to him when he returns to his com- 
munity. 


There is no question that motivat- 
ing the patient to accept this role in 
his recovery will have by now mani- 
fested itself in a greater desire to 
get well faster. 


When the disease is arrested: and 
the patient is finally discharged, not 
only has his work capacity been in- 
creased to about four hours daily, 
but he also has some vocational ob- 
jective toward which he is striving. 
He may need further “hardening” and 
training under medical supervision 
to facilitate his return to his home 
community. The training officer, who 
is a part of the rehabilitation team, 
will attempt to place the patient in 
an adequate on-the-job training pro- 
gram. Sheltered work shops, or well 
regulated on-the-job training pro- 
grams under medical supervision 
have ‘shown that relapses can be re- 
duced and many patients in all stages 
of the disease gradually returned to 
normal life, completely or near com- 
pletely self-supporting. In its plan of 
“hardening”, it carries the patient 
from three to four hours of work 
tolerance to graded work and finally 
to full time work capacity. Having 
eliminated the physical and emotional 
fears of relapse, the patient, prepared 
in a sheltered work shop or in a 
medically supervised on-the-job train- 
ing program, can make more rapid 
and safer progress and be ready for 
normal work. 


“In the rehabilitation of the tuber- 
culous patient the vicious cycle of 
sickness, insecurity and fear must be 
destroyed. We are dealing with a 
complex situation in which medicine 
is interwoven with economics, socio- 
logy and psychology. The tubercu- 
lous patient is neither a pair of lungs 
on legs nor a lone individual living 
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in a vacuum. If we are to be more suc- 
cessful in curing and keeping the 
patient well, we must consider him as 
a member of the community, a human 
being with weaknesses and possibili- 
ties influenced by hopes and fears”. 


The test of medical treatment is 
the alleviation of suffering. and if 
possible, cure. In tuberculosis, a re- 
lapsing disease, the modern test is 
the number of successful productive 
years the individual will have after 
hospital treatment. To achieve this 
panacea, rehabilitation of the tuber- 
culous patient must begin early in his 
hospitalization or sanatorium and be 
a continuous program after his dis- 
charge, always under competent 
medical supervision. 


The coordinated activities of the 
Medical Services, Physical Medicine 
Rehabilitation Service, Neuropsychi- 
atric Service, Social Service, Vocation- 
al Advisement and recreational activi- 
ties are essential in this total concept 
approach of rehabilitating the tuber- 
culous patient, so that he can and 
will return to his rightful niche in 
society. 





Census 


A bill to direct the Bureau of the Cen- 
sus to conduct a census of the physically 
handicapped in the United States has 
been reported favorably to the Senate, 
and action on it is expected shortly. The 
bill (S. 458) would seek “to determine 
insofar as possible, the number, age, so- 
cial and economic characteristics, and lo- 
cation of physically handicapped per- 
sons.” 


It is hoped that passage of the bill will 
add considerably to present knowledge 
about the physically handicapped, vari- 
ously estimated at between two million 
and twenty million persons in the United 
States. Remedial programs for the care 
and rehabilitation of the handicapped 
could be based on facts uncovered by the 
operation of this new bill. 





NEWS 


Appointment 

Dr. Jerome S. Tobis of 8422 - 19th Ave- 
nue, Brooklyn, New York who is prac- 
ticing Physical Medicine, announces the 
appointment of a Corrective Therapist 
to his staff. The new appointee is Asso- 
ciation. member Miss Theresa Patrissi. 


Position 


ATTENTION: Physical education per- 
sonnel in the New England area. Want- 
ed, Assistant Physical Director, Salary 
$3,000. Communicate with Mr. Glenn 
Perduyn, Executive Secretary, Cambridge 
Y.M.C.A., Massachusetts Avenue, Cam- 
bridge, Mass. 


Announcement 


Announcement has been made by 
Lawrence J. Linck, Executive Director, the 
National Society for Crippled Children 
and Adults, of the appointment of Eug- 
ene J. Taylor as New York City Field 
Representative of the National Society. 

As instructor in Rehabilitation and 
Physical Medicine at New York Univer- 
sity College of Medicine and a member 
of the staff of New York Times, Mr. 
Taylor will also represent the National 
Society and its 2,000 local and state 
affiliates in the New York City area. 

Co-author with Dr. Howard A. Rusk 
of the recently published “New Hope for 
the Handicapped,” Mr. Taylor received 
the Legion of Merit during the war for 
his work as Chief of the Educational Ser- 
vices of the Army Air Forces rehabilito- 
tion program. 

He is currently also a consultant to 
the Veterans Administration in physical 
medicine rehabilitation. 

“The addition of Mr. Taylor to our 
staff will greatly strengthen the work of 
the National Society,” Mr. Linck said. 
“His rich background of experience will 
enable the National Society to greatly 
enhance the work for the handicapped 
in the New York area,” he added. 
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Multiple Sclerosis 


Persons afflicted with multiple sclerosis 
are not inevitably doomed to early in- 
validism or an untimely death as is com- 
monly supposed by both lay and profes- 
sional persons, according to Dr. Tracy J. 
Putnam, chief and attending neuro-sur- 
geon, Cedars of Lebanon Hospital, Los 
Angeles, California. 

Dr. Putnam states in his article in the 
current issue of the Crippled Child Maga- 
zine, published by the National Society 
for Crippled Children and Adults, that 
“life expectancy is but slightly shortened 
by multiple sclerosis”. 

About 40 per cent of the 250,000 per- 
sons in the United States afflicted with 
this most common of the degenerative 
diseases of the nervous system are able 
to continue working. “Some improvement 
occurs spontaneously in almost 50 per 
cent of fresh symptoms,” 

“Common symptoms of this disease 
which chiefly afflicts young adults include 
spastic weakness of the arms or legs, 
blindness, double vision, staggering trem- 
ors, incontinence of urine and pain,” 

One phase of the treatment discussed 
by Dr. Putnam is based on the common 
knowledge that multiple sclerosis is rarest 
in China and most common in Scotland. 
This example of accelerated incidence 
in cold, damp climates leads doctors to 
move patients to warm, dry climates 
when possible. 

“Medicines to decrease the power of 
the blood to coagulate, thus decreasing 
the likelihood of formation of clots in the 
brain and spinal cord,” are administered 
in some cases, according to Dr. Putnam. 

Personal experience in treating this 
disease has led Dr. Putnam to recom- 
mend vigorous active therapy rather 
than confinement to bed. Except in the 
most acute phases of the disease, con- 
finement to bed only tends to produce 
invalidism, incapacity and prolonged dis- 
ability, he says. 

“Each case must be considered inci- 
vidually, there is no universally appli- 
cable treatment,” Dr. Putnam says. “The 
situation is hopless, however, only if we 
think so.” 
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Our President 
~ Speaks - 


I would like to take this opportunity 
to inform you that plans are well 
under way for the 1950 Convention 
which is to be held at the Peabody 
Hotel, Memphis, Tennessee, May 23- 
27, 1950. I am happy to report that 
many outstanding physicians, thera- 
pists and authorities in the field of 
rehabilitation have accepted invita- 
tions. We are planning on having 
several clinical demonstrations, which 
I am sure will be most worthwhile 
and will be of great assistance to us 
in our work in rehabilitation. 





The last Convention which was 
held in New York in May of this 
year proved to all in attendance the 
progress which your Association has 
made during the past three years. 
From the outstanding papers which 
were given at the Convention proves 
that the work which the members of 
our Association are doing in Physical 
‘Medicine and Rehabilitation is a 
very vital part of the total treatment 
of a patient. The results obtained are 
very gratifying and I think we should 
all be proud of the fine work which 
is being accomplished. 


During the past year many signi- 
ficant articles have appeared in 
authoritative Journals which have 
been written by the members of our 
Association. Many of these articles 
have appeared under the co-author- 
ship of physiatrists, psychiatrists and 
neurologists. This has helped our 
Association to grow, as it is bringing 
before the medical profession the im- 
portance of the work which is being 
done by our members. 


Speaking of articles, I would like 
to call your attention to the article 
entitled “Medical Prescribed Exer- 
cises for The Neuropsychiatric Pa- 
tient” written by Dr. A. B. C. Knud- 
son, Chief Physical Medicine Re- 
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habilitation, Veterans Administration, 
Central Office, Washington, D.C., and 
Dr. John E. Davis, Chief, Corrective 
Therapy, Veterans Administration, 
Washington, D. C. This article ap- 
peared in the July 30th issue of the 
Journal of the American Medical As- 
sociation. This article has created 
considerable attention and interest 
and provides a basic orientation into 
the role, progress and some of the 
methods used in Corrective Therapy. 
Permission has been obtained from 
Dr. Morris Fishbein, editor of the 
Journal of the American Medical 
Association to reprint this article in 


Mr. Clement G. McNamara is your 
Convention Chairman for the 1950 
Convention. Watch your Journal for 
interesting articles pertaining to 
Memphis and bits of news re the 
Convention. 

I hope as President of your Associa- 
tion, I will be able to add materially 
to the progress which has been made 
during the past three years. I will 
welcome any suggestions which you 
may have for the good of the Associa- 
tion. I will need your help and if we 
all work together, I am sure we will 
cotinue to grow. 





To Our Readers... 


This is YOUR publication. 

We are depending upon YOU to 
keep it readable and interesting. If 
you know of items of a professional 
or personal nature which you be- 
lieve worthy of publication, let us 
have them. 

Remember that the “Journal” is 
designed primarily for YOU .. . to 
keep you in closer touch with your 
fellow therapists throughout the: 
country, to let them know what 
you are thinking and doing and to 
tell you what they are doing. 

Material should be submitted to 
your Director of publications Mr. 
Leo Berner at 7 Sobel Court, Fox 
Hills, Staten Island, New York. 
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‘BENJAMIN FORMAN — — — — — 


Meet the secretary 
of our association 
who is now serv- 
ing his second 
term in office. Ben 
is Chief of Correc- 
tive Therapy at 
the Canandaigua 
V. A. Hospital in 
New York State. 
During World War 
II, he served with the U. S. Army Air 
Forces in the U. S. and overseas in 
England in the capacity of Recondi- 
tioning Instructor. 

Entering the Veterans Administra- 
tion as a Therapist Mr. Forman 
advanced through the ranks to be- 
come Chief of Corrective Therapy. 

He has contributed several articles 
that have been widely discussed. 








New Administrator 


Aaron Lasser, President of the Board 
of Trustees of Kessler Institute for Reha- 
bilitation, announces the appointment of 
William K. Page, Jr. as Administrator of 
the Institute. 

Mr. Page is a resident of West Orange 
and comes to the institute from the Veter- 
ans’ Hospital at Lyons, New Jersey, where 
he was Executive Assistant of the Physi- 
cal, Medical Rehabilitation Service. Mr. 
Page is a native of Newark, graduat- 
ing from the Bernardsville High School 
in 1934, and receiving his B.A. at the 
Brothers College, Drew University, Madi- 
son, New Jersey, in 1938 and his M.A. 
at Teachers’ College, Columbia Univer- 
sity in 1942. 

For several years he taught school at 
St. Paul’s Garden City, and the Suffern 
High School. 

For three years, from November, 1943 
to November, 1946, he was a Lieutenant 
in the Military Services as Recondition- 
ing Officer in several military hospitals 
throughout the United States. 

Mr. Page brings to the Institute a 
background of administrative ability in 
both hospital administration and rehabili- 
tation service. 











(REVIEWS } 


e NEW HOPE FOR THE HANDI- 
CAPPED. By Howard A. Rusk M. D. 
& Eugene Taylor. Harper & Bros. 
N. Y. 1949 Price—$3.00 


This book is written for the layman 
and is an excellent orientation on the 
growth of and need for rehabilitation. 
The medical profession and technical 
personnel can read it with profit. In 
many ways it is a mutual effort on the 
part of the authors and of the public. 
This is another example of the untir- 
ing efforts that are needed to bring 
this dynamic philosophy to those 
areas where it will do most good. The 
ever growing interest the public has 
shown by their increasing demands 
for decent rehabilitation facilities in- 
dicates that these untiring efforts 
have not been in vain. Because the 
need for and demand for rehabilita- 
tion are keeping step, continued 
growth can be expected. Much re- 
mains to be done so that adequate 
services become available on a 
nation-wide basis. The lead is given 
to us by the crusading efforts of the 
authors who have rightly been called 
the “Philosophers of Rehabilitation”. 
We hope that more books of this 
calibre will be forthcoming. 


A. S. A. 


e “A Concept of the Genesis of Hos- 
tility”, by J. G. N. Cushing, M.D. & 
Mary Cushing, M.D., (from Bulletin 
of the Menninger Clinic Vol. 18, 
No. 3, May 1949. 


The Drs.’ Cushing have gathered 
the evidence for this thesis from the 
work of Dr. Davenport Hooker and 
his co-workers. In this most interest- 
ing article, they find that hostility is 
a primary emotion which is present 
in all people. It is evident in milder 
forms of ill-temper, irritability and 
anger. 

It is noteworthy to those of us in- 


terested in psychoneurosis, that hos- 
tility is the primary emotion that 
causes conflicts. Furthermore, it is 
found that the capacity for hostility 
and the awareness of it, is present 
during the prenatal stages. As the 
Drs.’ Cushing explain, much of our 
adjustment and learning in the first 
twenty four hours of life is an at- 
tempt to manage the hostile situation 
in which we find ourselves. It would 
therefore seem that the later post- 
natal reaction is merely the continua- 
tion of the earlier pattern. 


The Drs.’ Cushing, assuming that 
the fetus has the capacity for hostile 
and defensively agressive impulses, 
feel that during birth, and immedi- 
ately thereafter, the child is met with 
stimuli from its environment which 
can only be reacted to with hostility. 


Primarily, we learn that although 
the patient shows hatred and aggres- 
siveness to us, he still yearns for love 
and understanding. We must there- 
fore be on our guard not to respond 
to the patient’s antagonism with irri- 
tability and ill-will of our own. In- 
stead our answer must be an attitude 
of understanding, patience, and 
friendship. This attitude can counter- 
balance the patient’s malevolence. 


Secondly, we learn that when the 
patient shows hostility he indicates a 
normal, natural emotion carried to a 
pathological degree. We are there- 
fore expecting too much when we ex- 
pect him to suppress this emotion. 
Instead we can make use of our tools, 
to allow the patient to release his 
animosity. We in Corrective Therapy 
have an abundance of these tools 
The active patient striking the 
punching-bag; knocking down the 
pins in bowling, smashing the soft- 
ball with a bat; splashing water in the 
swimming pool; are just some exam- 
ples. The geriatric or bed-patient 
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jumping a king in checkers; knocking 
off a knight in chess; trumping an ace 
at cards are other examples. 


By teaching the patient to subli- 
mate his hostility, the therapist is 
encouraging the patient to release his 
aggressions, but in a socially accept- 
able manner. 

O. H.C. 


@ Physical Medicine in Amputation— 
by Fred W. Hark, M. D. Consultant 
in Orthopedics VA Hospital, Hines, 
Illinois, Archives of Physical Medi- 
cine, August 1949. 


This is a short article, concise and 
well written which is effectively di- 
vided into the steps one may follow 
in rehabilitating the amputee through 
Physical Medicine. 


Dr. Fred W. Hark begins his dis- 
cussion with a list of definite rules to 
help decide for or against an ampu- 
tation. From this point, he tells of the 
various stump lengths and sizes and 
how it may be adapted to prosthetic 
devices. Amputation and prosthesis 
for the upper limb is mentioned too, 
but the author does not center atten- 
tion too greatly around this extremity. 


Assuming amputation is necessary 
after considering the six definite 
rules, the article concerns itself with 
amputation of the leg, from toe to 
the so-called hind quarter or ilioin- 
nominate level. In this discussion 
various levels were considered as de- 
sirable for efficient prosthetic articu- 
lation. 


Further rendered in this progres- 
sive account of the amputee, rehabili- 
tation is the actual part Corrective 
Therapy plays. This is expressed in 
the form of resistive exercise to the 
stump, body balance and techniques 
in ambulation. 

E. G. S. 








e Present Day Education in Physical 
Medicine by William Bierman, M. D. 
N. Y. State Journal of Medicine Vol- 
ume 49—No. 8 


A review of the curricula required 
by the three phases of Physical Medi- 
cine Rehabilitation, Occupational 
Therapy, Physical Therapy and Physi- 
cal Education Therapist coinciding to 
the Corrective Therapist, shows that 
all three must spend a great deal of 
time in learning the same courses 
such as anatomy, psychology, hy- 
giene, kinesiology and physiology. 


Dr. Bierman considers the training 
of all three phases important factors 
to think about. He explains that a 
therapist so educated would be bet- 
ter able to understand different kinds 
of techniques and the advisability of 
using one kind over another. 


The article presents an outline of 
a curriculum, 4 years undergraduate 
plus one year in the division the 
therapist desires to become more pro- 
ficient in. 


A four-year course of the nature 
mentioned would be attractive to the 
high school graduate who desires to 
enter into some phase of medicine 
and who is not attracted to the field 
of nursing. 


L. B. 


e “Rehabilitation of the Handicap- 
ped, A Survey of Means and Meth- 
ods.” Edited by William H. Soden, 
with a foreword by Sidney Licht, 
M.D. The Ronald Press Co., N. Y. 
Price $5.00 


Here is a readable and well pre- 
sented book for personnel engaged in 
Physical Medicine Rehabilitation and 
for those seeking information regard- 
ing this new phase in Medicine. In 
this book one finds much of the re- 
cent thinking covering many subjects 
in the broad field of rehabilitation. 
Reports have been gathered from 
various specialists in the field which 
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cover new procedures and review ac- 
cepted techniques in the mental and 
physical rehabilitation of persons dis- 
abled by illness or injury. The book 
is divided into five parts; General 
Medical and Surgical Techniques, 
Neurological Methods, Psychiatric 
Developments Vocational and Social 
Rehabilitation and Educational and 
Psychological Trends. 


Of special interest is the article 
“Evaluation of Training of Physical 
Educationists for Reconditioning an‘ 
Rehabilitation” by Dr. H. Harrison 
Clarke and Dr. Earl C. Elkins. The 
article presents an introductory ex- 
ploration and evaluation of the train- 
ing of Physical Education personnel 
for participation in Physical Medicine 
Rehabilitation program. Another con- 
tribution of interest is Dr. Richard 
Kovacs “Abuses and Pitfalls of Physi- 
cal Medicine,” who needless to say 
always presents stimulating ideas. Dr. 
Sidney Licht presents a paper on 
“Modern Trends in Occupational 
Therapy”. This book is a must for 
all personnel engaged in Physical 
Medicine Rehabilitation. 


L. B. 


e Rehabilitation Reviews—“The Re- 
habilitation End Point in Hemiplegia” 
By Sidney Licht, M. D., Occupational 
Therapy & Rehabilitation Journal — 
August 1949 


Rehabilitation is a very broad word 
used in the United State implying re- 
storation to former status and occu- 
pation; it includes some reference to 
maximal vocational rehabilitation but 
it does not speak in terms of liveli- 
hood, competition or working hours. 


‘The rehabilitation objective must 
be related to the specific disability 
and former occupation. If the hemi- 
plegic required minimum ambulation 
and dexterity as found among pro- 
fessional people, then the chief limita- 
tion would be determined by residual 
aphasia and mental deterioration. If 
the hemiplegic did manual work, re- 





training would be necessary to return 
to gainful employment. However, 
retraining is very difficult and some 
times impossible for people past 60 
vears. 


In hemiplegia we are not sure 
whether the disability is static or 
progressive. In the concentrated 
treatment a second attack may occur 
and medical knowledge cannot for- 
stall it. One must differentiate be- 
tween rehabilitation in static and 
progressive disabilities because voca- 
tional rehabilitation should prepare 
the patient for work which will not 
do him harm. 


Dr. Licht has gathered statistics on 
the successful rehabilitation cases on 
hemiplegics from physicians, hospi- 
tals, and a State Vocational Rehabili- 
tation Division. Opinions were gather- 
ed from Board Certified Neurologists 
throughout the large cities in the 
country. Responses were obtained to 
the following questions, “What is 
your clinical impression of the per- 
centage of hemiplegics who can re- 
turn to gainful employment after 
their first attack”? The replies ranged 
from less than 10% to 75%, the 
median and average were each 40%, 
a marked difference of opinion can 
be seen. 


To sum up the impressions and 
statistics we have the following: For 
more than half the hemiplegics all we 
can expect is the restoration to self- 
care and self-respect, which is the 
ability to feed and dress oneself. For 
about 20% there is possibility for 
partial employment, but history and 
experience show that when employ- 
ment and business decrease in volume, 
the disabled and part time workers 
are the first to be laid off. For about 
20% there is possibility for full em- 
ployment in positions which require 
a minimum of physical exertion and 
dexterity. We must be willing to 
admit that for more than one half of 
all hemiplegics, the end point of re- 
habilitation is self-care. 

D. S. 
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CHILDREN win 
MENTAL =z 


PHYSICAL HANDICAPS 


By J. E. Wallace Wallin, Upsala College 


HIS up-to-the-minute book discusses the educational, psychological, social, 
eugenical and medical problems of the handicapped. Scientific, compre- 
hensive, and well illustrated, it contains much material not found in medical 
texts, and other material they touch on only briefly. Ideally suited as a basic 


text for classes in Psychology of Handicapped Children, Mentally Deviating 
Children and Exceptional Children. 
Published 1949 (Aug.) 


549 pages 5%” x 82” 





SPORTS FOR THE 
HANDICAPPED 


Second Edition 
By George T. Stafford, University of Illinois 


H™ is a broad study of physical defects and the recreational sports 
available for those afflicted. Features of the second edition include: 
new information on war-incurred disabilities: elaboration of principles and 
methods of therapy currently used in Veterans’ Administration and civilian 
hospitals; 38 action pictures showing disabled persons partcipating in typical 
sports. 


Published 1947 368 pages 5%” x 8” 


Send for your copies today! 


PRENTICE HALL, Inc., Dept. C-W-222 
70 FIFTH AVENUE, NEW YORK 11], N. Y. 


Please send to me, for 5 days’ FREE EXAMINATION, the book (or books) 
checked below. After five days I will either send a check for the purchas? 
price, plus a few cents for postage and packing, or return the book without 
obligation. (SAVE POSTAGE: If remittance accompanies order, we pay all 
postage and packing charges. Money back if not satisfied.) 


bichon Children with Mental and Physical Handicaps, by Wallin - - $6.65* 
Sica Sports for the Handicapped, 2nd Edition, by Stafford - - - $5.00* 


*Discount to recognized educational institutions on quantity purchase for class use. 
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Miscellaneous 


One-year internships are being offered 
259 qualified graduates of recognized 
medical schools in 13 of its hospitals by 
the Veterans Administration, according to 
Dr. Paul B. Magnuson, chief medical dir- 
ector of VA’s department of medicine 
and surgery ... 


* * t * 


Television of operations in color from 
St. Luke’s hospital will be a feature of 
the 35th Clinical Congress of the Ameri- 
can College of Surgeons when members 
convene October 17-21 in Chicago. 
Headquarters are at the Stevens hotel. 
Meeting as a part of the clinical congress 
is the 6th Inter-American Congress of 
Surgery, whose meetings continue Octo- 
ber 21-23. Dr. Frederick A. Coller, Ann 
Arbor, Mich., will be inducted as presi- 
dent of the American College of Sur- 


geons.... 
a. * e * 


Appointment of Dr. Major W. Gasper 
as manager of the V A hospital, Wilming- 
ton, Delaware, is announced by Veterans 
Administration. 


* * * * 


Appointment of Philip L. Collins as 
manager of the VA Center, Kecoughtan, 
Va., is announced by Veterans Admini- 
stration. Acting manager of the Center 
since March, Mr. Collins succeeds Keith 
Ryan, who retires because of illness after 
14 years as manager of the VA Center. 
Mr. Collins has been with VA and its 
predecessor agency, the Veterans’ Bu- 
reau, since 1924.... 


* . * * 


Search for a chemical means to free 
intestinal tracts of polio virus will continue 
under the direction of Dr. David P. Earle, 
Jr., associate professor of medicine, at 
New York University - Bellevue Medical 
Cénter, with a research grant of $33,474 
from the March of Dimes. Drug and 
chemical investigations begun in 1946 
have already yielded evidence that it 
may be possible to find a substance that 
will destroy polio virus in the alimentary 
tract. ... 
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Sditorial (Continued from Page 16) 


perform the tasks of the organization. Approximately 50% of the people work- 
ing in Physical Medicine Rehabilitation are not affiliated with professional 
organizations and they are eligible for membership in the Association for 
Physical and Mental Rehabilitation. It is professionally unwholesome for so 
many pioneers in rehabilitation to ignore the basic fundamentals of organiza- 
tion for unity and accomplishment of purpose. With larger professional mem- 
bership, would not our goal for medical recognition be fostered? Would not 
more teacher training institutions expend greater efforts to prepare curricula 
for the necessary specialized training? Would not our organization be truly 
representative of our profession? Would not our integration with each other 
be more complete? 


Rehabilitation is a uniyersal effort predicated upon the social philosophies 
of man. Geographical localities or man imposed distinctions do not alter ob- 
jectives. Personalities are secondary to ideologies. Unless token membership 
is forthcoming, the afore-mentioned represents ethereal and nebulous ravings. 
Fundamentally, all of us who are working in Rehabilitation must think in 
terms of universality and surely we will not neglect our personal ambitions. 

The basic unit of structure in any organization is the individual member. 
It behooves us all to encourage and nurture our basic strength by attempting 
to influence our colleagues to become actively interested in their professional 
organization to the extent that they affiliate as members. 


If these remarks serve to challenge the thinking of our group, they have 
served their purpose well. 


CALENDAR of Svents 


OCTOBER 14—15... 


Annual Meeting of the New York State Society for Crippled Children 
and Adults — Syracuse, N. Y. 


OCTOBER 31 TO NOVEMBER 3... 


34th Annual International Assembly of the Postgraduate Medical 
Association — Philadelphia, Pa. 


OCTOBER 17 TO21... 
Clinical Congress of the American College of Surgeons — Chicago 





Illinois. 
OCTOBER 24 TO 28... 
American Public Health Association Convention — Hotels Statler 


and New Yorker — New York City, New York. 


NOVEMBER 7 TO 8... 


National Society for Crippled Children and Adulis — Commodore 
Hotel, New York City, New York. 


NOVEMBER 7 TO ll... 

Institute on Medical Records — Buena Vista Hotel, Biloxi, Mississippi. 
DECEMBER 6 TOS... 

Clinical Session, American Medical Association — Washington. D. C. 
DECEMBER 5 TO 10... 


Institute on Personnel Relations — Edgewater Beach Hotel, Chicago. 
Illinois. 





Letters (Continued) 


Dear Editor: 


The new format for the Journal is 
fine. The proof reader needs better 
eyesight for the next issue. Quite a 
number of linotype errors. 

I have had responses from Dr. H. 
Harrison Clarke and Dr. Greenwood. 
Today a letter came from Paul Ro- 
land. Each letter was full of good 
suggestions. Clarke feels that a plan- 
ning meeting should be held in N. Y. 
or Washington; Dr. Greenwood 
would like to see a section devoted to 
research at the next convention; and 
Paul Roland advises appointing a 
committee from those now conduct- 
ing research projects. 

When is the dead line for an- 
nouncing the membership on the 
research committee? 


Cordially yours, 


E. M. Sanders 
Framingham, Mass. 


Dear Editor: 


It has been on my mind ever since 
receiving the June issue of our Jour- 
nal to write you in congratuations of 
the splendid job you and your editor- 
ial staff have done in revising our 
format and then developing a 
thoroughly professional piece of 
journalism. 

| showed this to Dr. Kessler and he 
as well was highly pleased with both 
the appearance and the contents. 

I have heard from Ray Swanson 
recently and he requested that the 
Kessler Institute provide an amputee 
clinic for our Memphis convention 
next year. At the present time, Dr. 
Kessler is on a consultant tour for the 
United States Army in Japan, how- 
ever, I feel certain that we will be 
able to provide the kind of program 
that Ray has in mind. 

Sincerely, 
Bill Page, Jr., Administrator 
The Kessler Institute 
for Rehabilitation 
West Orange, New Jersey 
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PSYCHIATRIC NOMENCLATURE 
FOR ... REHABILITATION PERSONNEL 


After working several years with 
Naval Personnel and with veterans 
who have neuropsychiatric disabili- 
ties, and after carefully perusing their 
case histories, I have compiled what 
might be considered to be a core 
glossary of the psychiatric terms most 
commonly encountered and employ- 


ed by an individual Rehabilitation 
Worker. 


The attempt is made to give a sim- 
ple and generalized, rather than a 
detailed, definition of the terms here- 
in presented: 


Accident-Proneness—Neurotic neglect 
or carelessness which renders a 
person subject to injury, especial- 
at his work. 

Affect—Feeling, emotion. 

Flattening of affect — Lack of 
emotional reaction. Affective Psy- 
chosis characterized by marked 
changes in mood, e.g. depression, 
(feeling “low”) or mania (feel- 
ing “high” ). 

Inappropriate affect — An emo- 
tional reaction that is not in 
keeping with the situation. 


Ambivalence—Attitudes existing that 
are antagonistic to one another, 
e.g., mixed love and hate for the 
same person. 


Amnesia—Loss of memory or recall. 
Anesthesia—Loss of sensation. 
Anorexia—Loss of appetite. 


Anxiety, Neurotic — Fear in the ab- 
sence of actual danger. 


Aphasia—Impairment in the ability to 
use or understand language. 

Aphonia—Loss of voice. 

Apoplexy—A “stroke” caused by an 
acute hemorrhage or obstruction 


By 
LEO LEN STEIN 


in the blood vessels of the brain. 
This results in a sudden weaken- 
ing or loss of consciousness, feel- 
ing or voluntary motions. 


Ataxia — Improper coordination of 
movement. 


Aura—Sensations preceding an epilep- 
tic seizure. 


Auto-Erotism — Erotic (sexual) be- 
havior directed toward the in- 
dividual’s own body. 


Benign—Any mild, self-limiting and 
recoverable disorder, e.g. a be- 
nign tumor. 


Blocking—Inability to recall or ex- 
press ideas or words. 


Catalepsy—Lack of response to stimu- 
lus and fixity of posture, some- 
times occuring in severe hysteri- 
cal or schizophrenic states. 


Catharsis—Treatment or therapy char- 
acterized by acting out or verbal- 
izing a repressed distressing 
experience. 


Chronic — Pertaining to a condition 
which progresses slowly and is 
long continued. 


Claustrophobia — Morbid dread of 
constricted spaces not amenable 
to reason or in keeping with the 
facts. 


Coma—Deep, unresponsive stupor. 


Compensation—Making up for an un- 
desirable trait by emphasizing or 
exaggerating a usually desirable 
trait. 


Complex, Inferiority—Feelings largely 
unconscious, of inferiority or in- 
adequacy, which causes an indi- 
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vidual to act timidly, or through 
overcompensation to act exagger- 


atedly aggressive (the “bully”). 


Complex, Cedipus — The undue at- 
tachment of the child to the par- 
ent of the opposite sex with 
antagonistic feelings to the same 
sexed parent. 


Compulsion—An act carried out (des- 
pite some conscious rejection and 
resistence by the individual) in 
accordance with a persistent idea 
(obsession), and in order to 
avoid inexplicable anxiety should 
the impulse not be followed. 


Congenital—Existing at birth. 


Conversion—Expressing a mental or 
emotional traumatic experience 
through physical manifestation, 
e.g. blindness without an organic 
cause but due to emotional 
factors; also blushing as a physi- 
cal expression of an emotion, 


Cyclothemic—Tempermental makeup 
characterized by alternation of 
optimism etc. with depression, etc. 


Defense-Mechanism — That form of 
adjustive behavior which com- 
promises or rationalizes the needs 
of the individual, enabling him 
to avoid distress or danger in his 
environment. 


Delusion—A fixed, false belief which 
cannot be changed by persuasion 
or reason. 


Depression—Feeling low, dejected in 
mood. 


Desensitization—In psychiatric thera- 
py, a process by which a patient 
gradually reexplores a conflictful 
situation and reduces his anxiety 
through the use of new and more 
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satisfactory adaptations. Working 
through. 


Dipsomania—Morbid addiction to al- 
coholic drinks. 


Disorientation — Impaired awareness 
of place, time or person. 


Displacement—The transfer of mean- 
ing and value from one object or 
concept to another, e.g., a man 
may redirect unconscious hate of 
his father onto his boss. 


Ego—The conscious part of an indi- 
vidual. 


Egomania—Morbid self-centeredness 
and selfishness. 


Electroshock Therapy — A form of 
treating psychiatric disorders by 
passing an_ electric current 
through the brain usually with 
the induction of convulsions and 
coma. 


Encephalitis — Inflammation of the 
brain. 


Enuresis—Persistent bed-wetting. 


Epilepsy—A group of diseases char- 
acterized by convulsions or loss 
of unconsciousness or both. 


Etiology—The source or origin of a 
symptom or disease. 


Euphoria—An exaggerated sense of 
well-being, usually accompanied 
by care free hyperactivity. 


Extroversion—Outgoing, interest and 
participation in the “external” 
world. 


Fixation—The persistence of a definite 
goal or pattern of behavior be- 
low the level of maturity. 


Functional Psychoses — Mental dis- 
orders whose cause is primarily 
psychological rather than an ana- 
tomical or toxic damage to the 
nervous system, e.g., under the 
extreme emotional stress of battle 
conditions, a person may go into 
a state resembling catatonic psy- 
chosis for quite some time. 


Genetic—Pertaining to the origin, his- 
tory or development of anything. 


Hallucination—Seeing, feeling or hear- 
ing objects or persons that don’t 
really exists. 


Hemiplegic—Paralysis of one side of 
the body. 


Heterosexuality—Sexual interest in the 
opposite sex. 


Hyperesthesia — Increased sensitivity 
to stimuli. 


Hypochondriasis—A state of abnormal 
preoccupation and fear about 
one’s health. 


Hysteria—Physical dysfunctions which 
have psychological rather than 
organic causes, e.g., hysterical 
blindness, paralysis, convulsions 
or wild emotionalism. 


ID—The unconscious whence come 
the instinctive impulses which 
motivate behavior and whose 
gratification lead to pleasure. 


Ideas, Fixed—A general term for ob- 
sessions and delusions. 


Ideas of Reference—Obsessions or de- 
lusions that one is continually the 
object of, or is influenced by, the 
thoughts and actions of others. 


Ideas of Persecution — Obsessions or 
delusions that one is being con- 
sistent discriminated against or 
mistreated. 


Identification — Wishful adoption, 
mainly unconscious, of the per- 
sonality characteristics or iden- 
tity of another individual, gener- 
ally one possessing advantages 
which the subject envies and 
desires. 


Illusion—A distortion or misinterpre- 
tation of what is seen, heard or 
felt. 


Inadequate Personality — Individuals 
who show inadaptability, inept- 
ness, poor judgment and social 
incompatibility. 





Inhibition—The checking or restraint 
of a thought, act or feeling. 


Insanity—A vague legal term various- 
ly connoting inability “to distin- 
guish right from wrong”, or “a 
mental state in which the patient 
is unable to care for himself or 


constitutes a danger for others.” 


Insecurity—Belief that the environ- 
ment or other people reject or 
threaten him, are dangerous or 
hostile towards him. This leads 
to feelings of rejection or isola- 
tion. 


Insight — Individual’s discovery 
and understanding of the nature 
of his difficulty. Insight may be 
judged as “good”, “incomplete”, 
“distorted”, etc. 


Insomnia — Lack or disturbance of 


sleep. 

Introversion — Self - preoccupation; 
turning of interests inward; au- 
tism. 


Inversion—Assumption of a feminine 
sexual role by men, or a mascu- 
line one by women. 


Lability—Instability, particularly with 
regard to affect or emotion. 


Latent — Concealed; borderline; that 
which is not readily apparent but 
which under stress is likely to be 
overtly manifested. 


Libido — The instinctual sex drive 
whose quest for gratification in 
one form or another motivates 
(influences behavior ). 

Malingering—The feigning of illness 
or disability in order to shirk 
one’s duty. The individual who 
so acts is usually neurotic and 
this is but one of his manifesta- 
tions of neurosis. 


Mania—Excessive preoccupation with 
some impulse, idea or activity; 
hyperactivity. 

Manic-Depressive Psychoses—A psy- 
chotic reaction characterized by 
prolonged periods of excitement, 
etc. (mania) or by periods of 
depression or both. 

(continued on page 28) 
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CONVENTION NEWS 


Memphis — Down in Pixie 





Memphis, Tennessee, the world’s 
largest cotton market and Convention 
Host for the Association for Physical 
and Mental Rehabilitation, extends 
a cordial invitation to all members 
and professional associates to attend 
the Fourth Annual Convention May 
23-27, 1950. 


The University of Tennessee Medi- 
cal School and the twenty-one hospi- 
tals, including the Veterans Adminis- 
tration Medical Teaching Group 
(Kennedy Hospital) make Memphis 
the Medical Center of the South. 
“Independence Hall”, the Corrective 
Therapy self-care clinic of Kennedy 
Veterans Administration Hospital, is 
considered to be the finest facility of 
its kind in the country. A visit to this 


clinic will be included in the conven- 
tion program. 


Memphis’ central location in the 
Mid-South makes it easily accessible 
to all of the principal cities of the 
country since it is served by ten trunk 
lines, five air lines, and a network of 
national highways. 


Our convention headquarters will 
be the Hotel Peabody, the South’s 
finest, which is located in downtown 
Memphis. The excellent facilities of 
the Hotel Peabody provide an atmos- 
phere of luxury at reasonable rates. 

Memphis, on the Mississippi, is the 
home of the Cotton Carnival which is 
held each year during the month of 
May. It was in Memphis, on the 
famed Beale Street, where W. C. 
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Handy wrote his immortal blues 
songs. Memphis is a city of beauty 
with its forty-seven parks, residential 
sections, and modern public buildings. 


It is yet too early to announce our 
program and guest speakers, how- 
ever, I can assure you that the pro- 
gram committee will present an out- 
standing program with corrective 
therapists and leaders in the field 
of rehabilitation participating in 
clinical sessions. 


As your Convention Chairman, on 
behalf of our committees, I sincerely 
urge you to partake of the hospitality 
of the South in attending your Con- 
vention in 1950. 

CLEMENT G. MCNAMARA 
Convention Chairman 
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Masochism — Sexual pleasure derived 
from physical pain. 

Masturbation — Erotic manipulation 
of one’s own genitals. 


Megalomania — Markedly grandiose 
delusions of fame, riches, power 
or religious exaltation. 


Mental Hygiene —The development 
of highest modes of personal and 
social conduct and the preven- 
tion of psychiatric disorders. 


Migraine—Periodic attacks of severe 
headache, ,usually only on one 
side. 


Mores—The traditional customs of a 
group which have just about the 
force of laws. 


Moron — Mentally defective person, 
with average intelligence (1.Q) 
of from 50 (low grade m.) to 79 
(high grade m.). 
Mother-Fixation—Infant-like depend- 
ence on the mother. 


Mother-Surrogate—Any person whom 
the individual unconsciously re- 
gards in the role of his mother. 


Mutism—Lack of speech. 
Narcism—Self love. 


Negativism — Marked resistance; the 
tendency to do the opposite of 
what one is requested to do. 


Neurasthenia—A feeling of muscular 
and mental fatiguability, irrita- 
bility and diminished power of 
concentration. 


Obsession — Persistent recurrence of 
an idea in spite of attempts to 
bar it, e.g., the same tune con- 
stantly going through one’s mind. 


Orientation — Awareness of place, 
time, circumstances and _inter- 
personal relationships. 


Overcompensation—An adaptive pro- 
cess whereby a person over reacts 
to initial deficiencies or handi- 
caps in some sphere of activity 
by becoming exceedingly adept 
in that field (e.g., Glenn Cun- 
ningham, his legs burned as a 


result of a childhood accident, 
and succeeded in reaching the 
pinnacles of athletic power). 


Overt—Objectively observable. 


Paranoia—A psychotic reaction char- 
acterized by systematized and 
unshakable delusions of persecu- 
tion and grandeur. 


Paraplegia — Paralysis of the lower 


body and legs. 


Paresis—An organic psychosis caused 
by syphilis of the brain and gen- 
erally characterized by emotional 
instability, progressive behavioral 
deterioration, and slight or in- 
complete paralysis. 


Passive — Characterized by inactivity 
or submissiveness. 


Pathogenic—Causing disease or dis- 
turbance. 


Pathological—Abnormal, presence of 
disease or structural damage. 


Perception—The receiving of an im- 
pression through the senses. 


Personality — The sum total of the 
unique behavior patterns of an 
individual, particularly those con- 
cerned in his social relationships 
which characterizes and distin- 
guishes him from other people. 


Phantasy-Daydream—Illusion, chang- 
ing the picture of harsh reality 
into an imaginary experience 
which satisfies the person’s sub- 
jective demands. 


Phobia—A morbid dread of an object, 
situation or act, unconsciously 
derived. Fear not amenable to 





Rehabilitation 
Ward Chief 


Dr. Bernard Stoll, Consultant to the 
V. A. in Physical Medicine Rehabilitation, 
has been appointed Chief of Physical 
Medicine Rehabilitation Ward Section at 
the Bronx, V. A. Hospital. The section con- 
sists of 63 beds devoted to rehabilitation 
cases. 





reason or in keeping with the 
facts, see claustrophobia. 


Primary Mental Deficiency — Mental 
retardation which has been pres- 
ent since birth or infancy; with- 
out known organic brain disease. 


Prognosis—Prediction of the probable 
outcome of an illness. 

Projection — An unconscious defense 
process whereby the subject at- 
tributes his own _fearridden 
motivation, concepts or acts to 
others. A method whereby in 
order to protect one’s sense of 
security, he transfers to another 
person or object his own wishes 
or inadequacy — e.g. blaming 
others for one’s own mistakes. 


Psychasthenia—An_obsessive-compul- 
sive-phobic state with the im- 
pairment of initiative and energy. 


Psychic Trauma—An emotional shock. 


Psychogenic — Caused or originating 
through mental conflicts or other 
psychological factors. 


Psychopath—An unstable individual 
who always seems to be in diffi- 
culty and who profits neither 
from experience nor punishment. 
He disregards the normal mores 
and acts as he pleases without 
regards for others. 


Psychoneurosis — A disturbance of 
psychological or physiological 
functions or both which arises as 
a reaction to external or internal 
stress, but does not seriously alter 
the evaluation of sensory or social 
reality. 

Psychosis — A disturbance in mental 
and emotional behavior usually 
to an extent incompatible with 
social adjustment and often ac- 
companied by delusions and 
hallucinations. Disturbance of 
relation with, or perception of 
reality. 

Psychosomatic — Pertaining to bodily 
symptoms which arise from emo- 
tional or mental status. 


Rapport—An inter-personal harmoni- 
ous relationship in which each 
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participant feels that the other is 
trying to help him to attain his 
desires and goals. 


Rationalization—A method of explain- 
ing plausibly, and thus account- 
ing for, and justifying certain 
ideas or behavior or feelings. 
The explanation appears to be 
the result of logical thinking— 
e.g. procrastination explained as 
caution and thereby we avoid 
the distress that would result 
from acknowledging their true 
motives. 


Reference, Delusion of—A fixed, ir- 
rational belief that one is the 
object of the thoughts and actions 
of others. 


Regression — The resumption, under 
stress, of earlier and experiential- 
ly more satisfactory modes of be- 
havior. 

Remission—Partial or complete better- 
ment of the symptoms of an 
illness or behavior disorder, with 
or without permanent recovery. 


Repression — The automatic and un- 
consciously defensive process of 
banishing dangerous desires, af- 
fects or ideas, singly or together, 
from awareness to the uncon- 
scious. 


Sadism—Pleasure, often directly ero- 
tic, in inflicting pain or other 
suffering on human beings or 
animals. 


Schizoid—Characterized by a shut-in, 
unsocial type of personality, 
given to phantasy and with a 
more or less inadequate emotion- 


al life. 


Schizophrenia — A psychotic reaction 
characterized by absence of emo- 
tional attachment and of the 
experience and expression of ab- 
normal emotions, by extreme 
preoccupation, by unreal ideas 
and by bizarre delusions, hallu- 
cinations and behavior. 


a) SumpLte—characterized by re- 
duction of contacts with the out- 
side world usually accompanied 





Orthopedic Expert 


Henry H. Kessler, M.D., Director of the 
Institute of Rehabilitation, Hasbrouck 
Heights, New Jersey and President of the 
National Council of Rehabilitation is at 
present in Japan where he is acting in 
the capacity of Civilian Orthopedic Ex- 
pert to the Surgeon General of the Unit- 
ed States Army. Dr. Kessler will return to 
the states on or about October, 1949. 





by apathy but rarely with delu- 
sions or hallucinations. 


b) Hesepurenic — characterized 
by silliness, unpredictable gig- 
gling, mannerisms, delusions and 
hallucinations. 


c) Catatonic—characterized by 
conspicuous motor behavior 
either marked generalized in- 
hibition or excessive motor activ- 
ity and excitement. 


d) Paranom—Characterized by 
the projection of inadequacies 
onto others and shown by delu- 
sions of persecution, suspicious- 
ness, envy, extreme jealousy and 
stubborness. 


Sensorium—An inclusive term for all 
the special senses—as sight, hear- 
ing, smell, etc. 


Shock-Treatment—The subjection of 
psychiatric patients to convulsive 
doses of metrazol, carbon dioxide 
or insulin, or to electric current 


passed through the brain. 


Sibling—Strictly a full brother or sis- 
ter not a twin of the subject; 
generally any other child in the 
family. 

Situational Psychosis — A psychosis 
arising from the individual’s in- 
ability to cope with a difficult 
situation or experience. 


Somatic—Pertaining to the body. 


Somnambulism — Walking, or doing 
something else while asleep. 


Sublimation—A “normal” process of 
deviating unconscious and essen- 
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tially selfish motivations into 
socially acceptable services or 
creative activities, e.g. playing 
football instead of fighting. 

Substitution — The replacement of 
conations, affects, concepts or 
acts by others with a lesser charge 
of anxiety. 

Superego--The conscience; the mores 
(customs) of the society is im- 
posed upon the individual by 
his parents and society during his 
formative years and become 
relegated to the unconscious. It 
acts in deterring the ID (the in- 
stincts) from expressing itself in 
socially non-acceptable ways. 

Suppression—The conscious subjuga- 
tion and control of impulses, 
ideas, affects and acts felt to be 
dangerous. 


Symbol—The representatition or sub- 
stitution of one idea, response, 
or experience for another, e.g., a 
Phallic symbol—a painted or up- 
right object may represent a 
penis (phallus). 

Symptom—Any overt manifestation of 
a disease or behavior disorder. 


Syndrome — A group of associated 
symptoms. 

Transference—In general, the attribu- 
tion (transfer) of desires, feel- 
ings and relationships, originally 
experienced by the subject with 
regard to his parents and _ sib- 
lings, onto other persons who, in 
the subject’s unconscious atti-- 
tudes, are assigned parental or 
other familiar roles in his later 
life. 

Trauma—An injury, physical or other- 
wise which is disruptive to the 
best functioning of the organism. 


Traumatic- Neurosis—A psychoneuro- 
tic reaction to physical injury or 
threat of shock, e.g., some form 
of conversion hysteria. 


Verbigeration — Stereotype repetition 
of words or sentences. 


Vertigo—Dizziness, usually with faint- 
ness. 


















Fa Ine. 


LARGEST BUICK DEALER 
IN THE BRONX 











SALES 
I5ist Street and Grand Concourse 


SERVICE and PARTS 
231 East I6Ist Street 


; LUdlow = ee ___—i«| 
ARTHUR BROWN & BRO. 


Americas Largest Art Supply Center 


Artists Materials @ Drafting Supplies @ Photographic Supplies 
Silk Screen Process Supplies @ Studio Furniture and Equipment 
Air Brushes and Compressors @ Picture Frames and Prints 
Plastics and Hobby Materials 




















We supply all occupational therapy and manual arts therapy sections 
with economical and dependable art and crafts materials . . . Don't 
hesitate to call on our craft consultant for assistance in setting up 
your programs. 


Send for samples and descriptive folders. 


The Department Store of Art Materials 





ARTHUR BROWN & BRO. Inc. 


2 West 46th St.. New York 19, N. Y. 
(Just West of Fifth Avenue) 
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Gymnasium Equipment 


Precision made, and designed for durability 





and efficiency. Your best buy is gymnasium 
equipment made by EVERLAST. Send for free 
catalogue No. 49. 











At right: Everlast floor and Chest pulley 
weight, designed for both exercise and 
physical rehabilitation needs. 


EVERLAST 


26 East 14 St. NYC 3,N.Y.: 








































Ray’s Auto Sales & Service 


[Authorized Studebaker Dealer ] 


NOW ON DISPLAY 


1950 Studebaker 


20! BAY STREET STATEN ISLAND |, N. Y. 


Telephone: Glbraltar 7-8062-3 
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“Restore that Show Room Complexion” 





Nu - System 
Auto Fender and Body Works 


2365-67 WEBSTER AVENUE 
North of 184th Street 
BRONX, NEW YORK 


6600 


Mickey 7 LUdlow 4- | 660 


CHAS. H. WICKERT VINCENT P. KIERAN 


President ice-Presiden : Special Attention! 


TO THE DISABLED 


- . FOR PURCHASING AND SERVICING 
Kieran & Wickert ily viii niin tani 





Motors, Inc. 
Authorized Oldsmobile Dealer 


BAURLEY OLDSMOBILE 
~ Nash Motor Cars - CORPORATION 


340 BAY STREET 2265 E. TREMONT AVENUE 
STATEN ISLAND |, N. Y. BRONX 62, N. Y. 


(Crm 


Tel. Gibraltar 7-7619; 7-9292 TAlmadge 3-5600 
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OW you can save yourself up to 20% on our new auto insurance 
rates. Enjoy the security of standard, non-assessable Farm Bureau pro- 
tection. It covers fire, theft, collision, liability for bodily injury and property 
damage, medical expenses and other hazards. 


With Farm Bureau’s automatic renewals, you'll pay only one-half 
year premium ata time. This means economy in operations for us, sav- 
ings for you. 


at ee 8 
r ee @ Farm Bureau is a select risk company — one ; 
: of the largest mutual insurers of autos in the U.S. 


@ Farm Bureau’s quick, fair claim service is nation- 
__ wide and backed by more than $36 millions of assets. | 


@ Farm Bureau is operated economically — in the | 
-. interests of its policyholders. ee 


You'll like friendly Farm Bureau service. You'll like claims settled 
without haggling. You'll like saving up to 20%. 


EMMETT W. GREEN 
23 West 45th Street 
New York 19, N. Y. 


Please give me, without obligation, your rate on my car. It's a: 
Make Model Year. 

My Name 
Address 





FARM BUREAU MUTUAL AUTOMOBILE INSURANCE CO. 


HOME OFFICE 5 COLUMBUS, OHIO 





BOOKS FOR YOUR VOCATIONAL PROGRAMS 





Radio & Television 
Mathematics 


By Bernhard Fischer 


This book contains clearly and completely worked- 
out solutions to over 400 problems commonly en- 
countered in radio and electronics. It shows what 
formulas to use, what numerical values to substi- 
tute, and how to work out all the problems in d-c 
and a-c circuits, amplifiers, power supplies, irans- 
mitters, receivers, antennas, television sets, indus- 
trial control circuits, measurements, etc. that 
involve mathematics. It will clarify and simplify 
the aspect of radio usually most difficult for the 
student, and will give him complete preparation 
for FCC examinations and for practical work in 
the shop, or as an operating technician or service- 
man. $6.00. 


Introduction to 
Practical Radio 


By D. W. Tucker 


An unusually thorough basic text on all the funda- 
mentals, with explanations of the essential mathe- 
matics at the points where it is used. Many 
practical problems are included for training. Writ- 
ten by an experienced radio teacher, who is also 
the Chief Engineer of three broadcasting stations 
and a prominent “ham,” this book is now widely 
used both for class instruction and as a reference 
by practicing radio technicians. $3.00 


Shop Job Sheets 
in Radio 


By R. N. Auble 


Book |: FUNDAMENTALS $2.50 
Book II: SERVICE PROBLEMS $2.50 


These two manuals provide an excellent guide to 
shop training in radio. They give clear, how-to-do- 
it information for specific jobs in electricity and 
radio, with references on the principles involved 
and large diagrams and sheets for the computa- 
tions on each, together with questions to make 
sure the student understands each step in each job. 


Plastic Craft 


By E. S. DeWick & J. H. Cooper 


Detailed, illustrated directions for scores of interesting pro- 
jects in plastics, together with all the essential information 
on materials, tools, and techniques. The projects cover a 
wide range from those which can be done with the simplest 
tools and no previous experience to those that challenge the 
skill of an expert workman. All the processes for working 
plastics are fully explained and illustrated. An excellent book 
for handicraft work, requiring no expensive equipment. $5.00. 


ect the Plastics 


By Clark Robinson 


This book presents the first overall survey of the whole plas- 
tics industry and its products today. It gives a valuable 
background for anyone working with plastics, making clear 
the characteristics of the different kinds of plastics, their 
many uses including scores of new uses developed during 
and since the war, and the various manufacturing processes 
involved. The book also discusses the various business, pro- 
fessional and vocational opportunities in plastics as a ‘guide 
to possible jobs, and shows what training is needed for each. 


$3.75 
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